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SOME OBSERVATIONS ABOUT JAPANESE PSYCHIATRY* 


BY TAIEI MIURA, M. D., D. Med. Sc.** 


Until rather recently psychiatry in Japan was derived mainly 
from German psychiatry. The influence of Kraepelin, Bleuler, 
Bumke, and others is considerable. Even the difficult theories of 
Jaspers, such as his “General Psychopathology,” are translated 
and widely read among Japanese psychiatrists. Until two or three 
decades ago it was German neuropathology in particular which 
was most fascinating to Japanese psychiatrists and the psychologi- 
cal aspects of psychiatry were, strange as it seems, largely neg- 
lected. However, the younger generation is not satisfied with neu- 
ropathology alone; and, more and more, the clinical-psychological 
trends of Kretschmer and Kurt Schneider attract the young Japa- 
nese psychiatrists. In spite of this, one cannot deny that Japa- 
nese psychiatry still remains, in its main stream, at the level of 
description. 

American psychiatry was scarcely known in Japan before World 
War IT; but since then, Japanese-American contact has been exten- 
sive. In fact, for several years after the war, foreign psychiatric 
literature was almost exclusively American. Thus, while the elders 
remained on a basis of classical German psychiatry, the young psy- 
chiatrists rapidly digested some of the recent American work. For 
instance, the principal works of Karl Menninger were translated 
into Japanese with great success. Franz Alexander and Lawrence 
Kubie are also known through the Japanese editions of some of 
their works. It is mainly the psychoanalytical approach of Amer- 
ican psychiatry that has been introduced in Japan. One speaks, of 
course, about psychodynamics even in Japan. However, the writer 
doubts if anyone has really understood the exact meaning of psy- 
chodynamics as used in American psychiatry. Japanese psychiatry 
has a long tradition of being strongly organic, and Freudian psy- 
choanalysis was considered as merely an intellectual amusement of 

*This paper was presented by Dr. Miura to Nathan Kline, M. D., director of the re- 
search facility at Rockland (N. Y.) State Hospital, where Dr. Miura was stationed dur- 


ing June and July 1954. Professor of neuropsychiatry in the Keio Gijuku University 


School of Medicine, Tokyo, he was visiting the United States on a Rockefeller Founda- 
tion fellowship. 


**Reprint requests should be directed to the Research Facility, Rockland State Hos- 
pital, Orangeburg, N. Y. 
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“amateur” psychologists. Academic psychiatry in Japan never 
showed any sympathy toward orthodox psychoanalysis. Now the 
scene has changed. The tide of psychoanalysis, in a wide sense, is 
rising in Japanese psychiatry, especially among the young psychia- 
trists. Consequently, there are conflicts between descriptive psy- 
chiatry and psychodynamics. 

It is a fact that in Japan psychotherapy is not prevalent, because 
in such an organically-oriented psychiatry as the Japanese, there 
is little place for psychotherapy. Other modern psychiatric treat- 
ments, such as malaria therapy, electric shock therapy, insulin 
shock therapy, “sleep” therapy of long duration, lobotomy and lo- 
bectomy are all very well known in Japan and widely used. I can- 
not say that Japan used to have no psychotherapy at all. We had 
it. For example, the late Prof. Marui, a disciple of Adolf Meyer, 
espoused psychoanalysis during all his professorship, but, for some 
unknown reason, he was alone in doing this. On the other side, 
Dr. Morita has developed his famous theory of psychoneurosis and 
a kind of psychotherapy on the basis of this theory. He empha- 
sized that there is always a core of insistence on hypochondria in 
psychoneurosis, and, according to his theory, the psychoneurotic 
syndrome always develops through a dynamic of the influence on 
each other of body and mind. Thus we can consider him as one of 
the predecessors of psychosomatic medicine. 

I have heard that Dr. Morita’s theory of psychoneurosis was in- 
troduced to American readers by Dr. Kondo. I shall limit myself 
only to mentioning that his principle of psychotherapy is rooted in 
some of the Buddhistic philosophies. We can divide the Buddhistic 
philosophies grossly into two categories. One is the “small ve- 
hicle” and the other “great vehicle.” Dr. Morita’s Buddhism be- 
longs to the former. In this “small vehicle” of Buddhism, there is 
no “God,” nor is there a transcendental power. One must learn 
one’s self the means of self-control through philosophy and experi- 
ence. Therefore we can designate the system of Dr. Morita as a 
type of educational psychotherapy. It not only has no relationship 
to psychoanalysis, but rivals it. I remember very well the heated 
debates between Dr. Morita and Prof. Marui at the annual con- 
ventions of Japanese psychiatry over a period of several years. 
Prof. Marui insisted that Dr. Morita’s theory was not deeply psy- 
chodynamic, since treatment remains on the merely symptomatic 
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stage. Dr. Morita, in reply, attacked psychoanalysis by saying 
that it is absurd, too fantastic. 

Who was right, I cannot say for certain. However, speaking im- 
partially, it seems to me that at present Dr. Morita’s theory is not 
so attractive as it used to be, especially to the young psychiatrists. 
They find more fascination in psychodynamics, whether of the or- 
thodox psychoanalytic sort or some other type. I am convinced 
that, even in Japan, the psychodynamic trend will occupy an im- 
portant position within a few years. 


However, in Japan, the following circumstance prevents the de- 
velopment of analytical psychotherapy. The Japanese people be- 
lieve that medical treatment consists in giving drugs or doing 
something physical, such as performing an operation. Psycho- 
therapy, especially that type involving only conversation, does not 
belong to the realm of physicians, and certainly does not merit be- 
ing paid for. Hence we cannot demand a fee after a full hour of 
psychotherapy. This is a Japanese tradition. In Morita’s psycho- 
therapy, it is required that the patient be hospitalized, and a fee 
for hospitalization is paid. Thus, in the case of inpatients, the fee 
for psychotherapy is covered by that for hospitalization. With 
outpatients some additional physical treatment is done in order to 
cover the fee for psychotherapy. There are a very few psychother- 
apists who do charge for unadulterated psychotherapy, but, even 
in these rare cases, the rate of payment is very low. 


As you may know, social insurance is well developed in Japan. 
It is, however, different from the British system. When the Japa- 
nese social insurance or health insurance was introduced 27 years 
ago, it was applied only to the laboring class. Among all patients 
treated by practitioners, only 20 per cent to 30 per cent were of 
this insured group. Now the situation has changed. Anyone who 
receives a salary can be included except an “owner.” Thus social 
insurance is now tremendously extended. For the peasants and 
merchants the community provides “national health insurance.” 
The attitude toward psychotherapy in this social insurance is truly 
amazing. There was no place at all for psychotherapy until three 
years ago. Incidentally I was a member of The Committee of So- 
cial Insurance representing the Tokyo Medical Association and in- 
sisted on the absurdity of this non-acceptance of psychotherapy. 
What was the consequence? We have won only a half-dollar per 
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hour for psychotherapy, which is limited to one session a week for 
a patient. Under these circumstances we cannot expect very much 
in the way of rapid development of psychotherapy in Japan. For- 
tunately, the younger psychiatrists are eager to know about psy- 
chodynamics, and some of them are engaged in psychotherapy, ir- 
respective of pecuniary difficulties. 

As far as the psychiatric institutions are concerned, Japan is 
still suffering from considerable shortages. There is no compari- 
son between your country and ours. We have only three national 
mental hospitals and about 20 prefectural hospitals. Moreover, the 
scale of national or prefectural hospital care is not large. A hos- 
pital holds an average of about 500 patients. In all, we have about 
100,000 mental patients in need of hospitalization, the greater num- 
ber of patients being placed in private mental hospitals. Even with 
this private hospitalization, recent statistics show only 30,000 pa- 
tients in mental hospitals.* In your country, the private mental 
hospitals are very expensive and usually receive only patients of 
the wealthy class. In Japan there is no such distinction between 
public hospitals and private hospitals except in a few instances. 
The public hospitals receive wealthy patients and the private hos- 
pitals poor patients. From the point of view of payment, the pa- 
tients are classed in three categories: (1) The patient or the family 
of the patient pays; (2) patients are covered by social insurance; 
and (3) patients’ charges are met by the community or government. 
The charge by the day for socially insured patients and for those 
“protected” (paid for) by the community or government is the 
same. The private hospitals receive, as a basic payment, about one 
dollar a day for each patient. Even with this small allowance, the 
condition of the hospitalized patients is not bad. In general, I can 
assert that the condition of inpatients, psychiatric or tubercular, 
is considerably improved since the war, particularly because of the 
instigation of the American forces. The number of doctors and 
nurses, standard of food (at a minimum of 2,500 calories a day), 
and amount of space are rigorously controlled by inspection. Thus, 
at present, some private institutions, especially those maintained 
by the religious congregations, are better than the public hospitals, 
although they receive only insured patients or patients “protected” 
by community or government. 


*Japan has about one-half the population of the United States, but only one-twentieth 
as many patients in mental hospitals, 
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In 1948 we established a new law, called the “Mental Hygiene 
Law” in which each prefecture is ordered to have minimum facili- 
ties of a prefectural mental hospital and a child guidance clinic. 
The full realization of this project is still far off. Among the 42 
prefectures, only about 20 have established public mental hospitals ; 
some others are preparing to establish them soon; the lack of ade- 
quate budgets prevents the realization of this project. 

Moreover, in Japan, the question of mental hygiene is still 
largely neglected in comparison with the problem of tuberculosis. 
The mortality of tuberculosis patients has markedly decreased be- 
cause of streptomycin, P. A. S. (para-aminosalicylic acid), and 
I. N. A. (iso-nicotinamide), but the morbidity remains the same. 
Therefore, we have a tremendous number of tuberculosis pa- 
tients. They are estimated at 1,500,000 to 2,000,000 for all of 
Japan, and one-tenth of them, or 150,000, are hospitalized. But 
what a contrast to the case of mental patients! The government 
and communities appropriate money to increase the number of 
beds for tuberculous patients, but not for mental patients. Only 
in the case of the establishment of prefectural mental hospitals 
does the government promise to give half of the building expenses. 

In Japan, we now have some 47 medical schools. Not all have 
psychiatric departments, but some of them have well-equipped 
wards, and it is needless to say that it is in these that the main re- 
search in psychiatry is pursued. In such places, the prefec- 
tural mental hospitals and, recently, even private hospitals in such 
large cities as Tokyo and Osaka provide opportunity and have suit- 
able installations for psychiatric study. 

As I have mentioned, Japanese psychiatry still remains organic 
in its main trend. To put it in another way, Japanese psychiatry 
is best described as “biological psychiatry.” Laboratory research 
is always accepted as the most valuable. Clinical research occupies 
a secondary place. 

Why is this? I personally do not believe that it is necessarily 
a bad trend. A circumstance peculiar to Japanese medicine has 
encouraged it. In Japan, physicians who have both doctor of sci- 
ence and doctor of medicine degrees are considered to be good doc- 
tors. We have specialists, but no governmental control exists. Any 
doctor can claim to be a specialist, regardless of whether his ex- 
perience in the specialty has been adequate. Of course there is a 
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“natural” control. The people judge the quality of a specialist ac- 
cording to his skill in diagnosis and treatment. However, if a doc- 
tor does not have a doctor of science degree, he is considered 
a second-class doctor. In the practice of medicine there are many 
exceptions. I know many first-class doctors who do not have de- 
grees as doctors of science, but in order to gain good positions in 
the medical schools and public hospitals, this degree is a sine qua 
non. This circumstance explains very adequately why, in Japan, 
laboratory researches are so attractive to young doctors. 

The training of young psychiatrists is done mainly in the psychi- 
atric or neuropsychiatric departments of medical schools. How- 
ever some national and prefectural mental hospitals also provide 
the opportunity for training. There is no regulation of training. 
The youngest doctors work under supervision of older psychia- 
trists, and promotion is without “concour” or examination. In gen- 
eral after four or five years, a young doctor is appointed to be the 
chief doctor on a ward. After 10 years he may be made assistant 
director of the hospital and after 15 or 20, he may become director. 


The training of psychiatrists in Japan is not bad. Besides the 
technique of treatment, a wide knowledge of psychiatry, especially 
of German psychiatry, is demanded. But in respect to the training 
of psychiatric nurses, I must confess that in Japan it is lamentably 
retarded. One of the reasons for it is that in Japan the profession 
of nurse is not considered as valuable as in your country. The 
level of education is low. Among the nurses, the psychiatric nurses 
are considered to be the worst. This situation, however, should 
change within several years, because, after the war, the govern- 
ment enacted a law which placed the course of nursing education 
on a higher level. 

Psychologists and social workers who work with psychiatrists 
are very scarce in Japan. Recently, however, there has been a 
change, and psychologists working in the psychiatric departments 
of hospitals are increasing. As to psychiatric social workers, we 
are still very far from realizing their full usefulness. 

I have frequently been asked in this country whether the number 
of Japanese psychotic and neurotic patients increased after the 
war. I do not have exact statistics about this, but it is my impres- 
sion that psychotic patients have not increased so remarkably. As 
far as psychoneurotics are concerned, the statistics of our depart- 
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ment show a significant decrease during the war. Parallel with 
economic recovery after the war, the number of such patients is 
increasing rapidly. During and immediately after the war, the 
number of hospitalized psychotic patients was also lowest. There 
was never any intent to starve chronic mental patients, as was done 
in Nazi Germany; but the food ration was so low that many de- 
bilitated inpatients could not maintain their lives. This was called 
“sterilization by starvation.” At present the circumstances are 
changed completely. All mental hospitals are overcrowded. The 
mental hygiene law prohibits the reception of patients over the 
regulated number for a hospital, but because of the shortage of 
mental hospitals which I have mentioned, even the inspectors are 
obliged to overlook the law violation. 


As to the increase of psychoneurotics after the war, it is ex- 
plained as follows. During and immediately after the war, every- 
one was obliged to work in order to maintain the minimum necessi- 
ties of life. The preoccupation of people was to get food in any 
way. It seems to me, in such a circumstance, there is very little 
opportunity for the development of psychoneurotics. Thus, when 
mankind is pushed to extreme poverty, there is not the excuse to 
“enjoy” neurotic symptoms. It goes without saying that the really 
basic forms of psychoneurosis do continue to exist even in such 
circumstances. We have seen this also in Japan during the war. 
But now I am speaking about the general trend of neurosis. 

An interesting question is whether there is any difference in the 
genre or symptoms of psychotics or neurotics between your coun- 
try and Japan. This has frequently been asked of me. I don’t be- 
lieve that there is a remarkable difference in the psychotics. In 
our country, the schizophrenics were and are the first rank of in- 
patients of mental hospitals. It is estimated that 70 per cent of 
inpatients are schizophrenics. Manic-depressive psychosis is far 
less prevalent. General paresis has decreased remarkably recently, 
but I have an impression that it is not so rare as in this country. 


Malaria therapy (with or without penicillin) is credited for the 
decrease. 


But the most obvious difference is seen in drug addiction. In 
Japan, alcoholism is not very common. It is not because the Japa- 
nese people don’t drink alcoholic beverages, but because our usual 
drink is rice wine (sake) or beer, it seems to me. Furthermore, al- 
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coholic drinks are generally taken with dinner. Delirium tremens 
and alcoholic Korsakoff syndromes are so rare that we have diffi- 
culty in demonstrating them to medical students. 


On the contrary, addiction to methylbenzedrine is very common. 
It is generally called “hyloponism” because the Japanese prepara- 
tion of methylbenzedrine is labelled, “hylopon.” This hyloponism 
increased rapidly after the war. Intravenous injection of hylopon 
seems most apt to produce the addiction. It was seen at first mainly 
among people working at night, such as actors and actresses, dan- 
cers, gangsters and gamblers, but it has now spread widely among 
the youths, even among students. We have no exact statistics, but 
the number of those addicted is calculated to be over 1,000,000. 
Therefore, one can say that the problem of hyloponism is the 
greatest mental hygiene problem in Japan. The government has 
recently established a law regulating the preparation of, and com- 
merce in, this drug just as was done with morphine. But it is not 
so successful as the morphine regulations, because the chemical 
formula of hylopon is very simple, and it is very easy to prepare 
it secretly. 

This addiction to methylbenzedrine sometimes provokes the clin- 
ical picture of schizophrenia. Ideas of reference, auditory halluci- 
nations, flight to an imaginary world and loss of realistic interest 
are very frequent. The resemblance to schizophrenia is so great 
in some cases that, if we don’t know the history of the patient we 
misdiagnose his case as schizophrenia. In most cases, the psychotic 
phenomena disappear rapidly after the removal of the drug. But 
in some, the hallucinatory state and delusions of reference and per- 
secution persist a long time. We consider that these are cases in 
which schizophrenia is precipitated by the drug. 

In any case it is very interesting to see that, “quasi”-experimen- 
tally, the schizophrenic syndrome is produced among hylopon 
addicts. In some Japanese mental hospitals research is being done 
on the biochemical changes produced by this addiction. Moreover 
this problem of hylopon addiction is expected to be fully discussed 
at the next convention of Japanese psychiatry. 

Finally, I want to mention another finding of Japanese psychia- 
try. It is the question of post vaccinia demyelination. Recently, 
Prof. Uchimura of Tokyo University has stated that in Japan, anti- 
rabies vaccination frequently induces a demyelination process, es- 
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pecially among adults. The victims become psychotic, later show 
psychopathic character changes, criminal tendencies, ete. Prof. 
Uchimura has gathered about 50 such cases. Five or six years ago, 
in Tokyo, there was a mass murder by injection of potassium cyan- 
ide. A man calling himself an inspector of health entered a small 
branch of a bank, and announced that injections of anti-typhoid 
vaccine must be done at once. I don’t remember the exact number 
of victims, but I believe more than 10 persons were killed immedi- 
ately. The criminal then robbed the bank and escaped. After a 
long time and a difficult investigation, a painter named Hirasawa 
was indicted for the murders. He continues to deny them, but 
there is no doubt that this man has a psychopathic and pseudologic 
character disorder. Prof. Uchimura, who was charged with the 
examination from the psychiatric point of view after the indict- 
ment, has stated that the man had injections when 28 years old (he 
then was 60) of antirabic vaccine and that he subsequently pre- 
sented symptoms of a Korsakoff psychosis which resulted in a com- 
plete change of character. Nobody knows whether Hirasawa is a 
real murderer, but it is very interesting that such an occasion 
should be used to obtain new knowledge for psychiatry. 

What will be the future of Japanese psychiatry? I cannot pre- 
dict precisely. However, it is a fact that at present Japanese psy- 
chiatrists studying abroad are coming mostly to the United States. 
Hence, if I were to presume that Japanese psychiatry would de- 
velop more and more in the direction of psychodynamics, as influ- 
enced by the young psychiatrists trained in your country, I could 
not be gravely mistaken. Moreover, some older Japanese psychia- 
trists are visiting, in order to obtain the newest knowledge of 
neurophysiology, including everything from the EEG to cyber- 
netics. As far as I myself am concerned, I am very pleased to have 
been able to enlarge my own scope in psychiatry in your country; 
and on this occasion I cannot refrain from expressing my feeling 


of deep gratitude to all the people who were so kind and so cordial 
to me. 


Keio University School of Medicine* 
Tokyo, Japan 


*See second footnote, page 181. 











ODOR CONTROL IN THE INCONTINENT MENTAL PATIENT 


BY WOLF LAITNER, M. D. 


It is common knowledge that a most difficult odor problem exists 
in the incontinent wards of a mental institution. Regardless of 
the care given incontinent patients—frequent baths, douches, and 
changes of clothing—the odors of urine and feces are stubborn and 
pervasive. On occasion these odors seem to penetrate deep into 
the walls of the building, as the most vigorous hygienic measures, 
even washing down walls and floors four or five times daily, fail to 
solve the problem. It may take years for physicians and attend- 
ants to accustom themselves to this unpleasant atmosphere, but, in 
general, it is accepted as an inevitable part of institutional prac- 
tice. 

Ointments and solutions containing chlorophyll derivatives have 
been recognized for some time as effective topical deodorants for 
foul-smelling ulcerations and wounds.’* A few years ago, Wein- 
garten and Payson’ reported that daily oral administration of four 
to eight tablets containing water-soluble chlorophyll to colostomy 
patients markedly reduced the odor of the fecal discharge. Joseph’ 
reported similar effects on bedpan odors in a group of 30 ward pa- 
tients: “On a regimen starting with two tablets orally four times 
daily and gradually reduced to one tablet four times daily, offen- 
sive odors disappeared in about 48 hours from all test cases.” 

The writer’s own experience with chlorophyll tablets at Middle- 
town (N. Y.) State Homeopathic Hospital also began with a colos- 
tomy patient. The odor in this case was so disagreeable that con- 
stant complaints were received from other patients and attendants, 
A special form for the dosage was made available by the manufac- 
turer of the tablets* to simplify administration: a new tablet con- 
taining 100 mg. of a concentration of 100 per cent water-soluble 
chlorophyll derivatives. This represents approximately seven times 
the concentration of the tablet previously available through this 
manufacturer, and 20 to 30 times the strength of the publicly ad- 
vertised deodorizing tablets. 

With the oral dosage of only one of these tablets daily, the un- 
pleasant odor in the colostomy patient was virtually eliminated 
within a week. No further complaints were received. 


*Manufactured by the Rystan Company, Mount Vernon, N. Y. 
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Success in this case led to a clinical trial of the chlorophyll tab- 
lets in the incontinent wards of the hospital, where all previous 
odor-control measures had proved fruitless. Forty patients on 
one ward and 20 on another participated in the study. Each pa- 
tient in the first group received one tablet daily, and each in the 
second group two. The resemblance of the tablets to pieces of 
candy, and the absence of objectionable taste, made them readily 
acceptable to most patients. 

The results in both wards were evident within a week: There was 
a pronounced reduction in odor. After two weeks, in conjunction 
with the usual hygienic measures, the fecal and urine odors had 
disappeared almost completely. The dosage of one tablet daily 
appeared to be as effective as two, and the improvement in the at- 
mosphere of both wards was greater than that achieved by any 
previous measures or medication. 

In addition, several patients with persistent, marked halitoses 
of different origins showed sharp improvements in the test period. 
It was assumed that the deodorization of breath odors as well as 
of fecal odors resulted from a direct action of the chlorophyll on 
the bowel content. The clear-cut effect of these tablets was cred- 
ited to the very strong concentration of the chlorophyll content. 
However, no side effects were observed in any of the test patients, 
other than a transient looseness of the stool, which disappeared in 
most cases after two days, and a greenish discoloration of the 
stools (due to the color of chlorophyll). 

The new chlorophyll tablet is considered a product of signifi- 
cance to the mental hospital. It presents an effective, easily ad- 
ministered, economically feasible method of eliminating the un- 
pleasant odor of incontinent wards. 


SUMMARY 


Odors of feces and urine among incontinent mental patients have 
generally been considered ineradicable. However, reports of ef- 
fective control of odor in colostomy patients with orally-admin- 
istered chlorophyll tablets led to a clinical trial in two incontinent 
wards of Middletown (N. Y.) State Homeopathic Hospital. 

For easy administration to these patients, a special tablet con- 
taining 100 mg. of a concentration of 100 per cent water-soluble 
chlorophyll derivatives was obtained, providing seven to 30 times 
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the strength of the previously available deodorizing tablets. Dos- 
age consisted of one tablet daily to each patient in one group of 40 
incontinent patients, and two daily in another group of 20. In 
both wards, the customary fecal and urine odors disappeared after 
two weeks. Patients with foul breath of different origins were 
also markedly benefited by the tablets. 

This new tablet presents a practical and economically-feasible 
method of controlling common odors of incontinent mental patients 
—a fact of considerable significance to the patients, hospital per- 
sonnel and visitors. 


Middletown State Homeopathic Hospital 
Middletown, N. Y. 
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A STUDY OF THE VALUE OF CHLOROPHYLL-DERIVATIVE OINTMENT 
IN INSTITUTIONAL PRACTICE 
BY OSCAR K. DIAMOND, M. D. 


Medical progress since World War II has frequently been de- 
scribed in the literature in terms of the various “miracle drugs” 
for combating specific organisms and specific disease conditions. 
The attention focused on such remarkable agents as the growing 
list of antibiotics has tended to obscure the need for a medication 
which can serve as a different kind of “specific” for local treatment 
of hard-to-heal skin lesions—a nontoxic agent which can help the 
subnormal tissues heal themselves. Nowhere is there a greater 
need for such a medication than in the large mental hospital. 

Over five years experience with a chlorophyll-derivative oint- 
ment* at Willard (N. Y.) State Hospital has indicated that this 
preparation fills an essential role in difficult skin lesions which is 
not duplicated by other types of established medications. So that 
this experience may be viewed in its proper perspective, the par- 
ticular problems of the large mental hospital which make the need 
for a safe, effective wound-healing agent so important will be briefly 
reviewed. 

Considering that more than 50 per cent of the cases in Willard 
State Hospital are over the age of 50 on first admission, and fre- 
quently are closer to 70 and 80, the high incidence of skin lesions 
is readily understandable. Superficial lesions and deep, extensive 
lesions of the extremities are frequent in senile cases, and particu- 
larly in the arteriosclerotics. Diminution of effective circulation is 
the forerunner of a commonly occurring cycle of tissue breakdown, 
necrosis and secondary infection. In addition, the necessity for 
prolonged bed rest in feeble patients, with faulty circulation and 
with a tendency to soiling and wetting, produces a high incidence 
of decubitus ulceration. 

The problems of tissue breakdown associated with elderly pa- 
tients are further complicated in the mental hospital by additional 
factors peculiar to the mental patient. The neurodermites which 
occur in the mentally ill cannot be controlled locally in the incip- 
ient stage because patients who are confused and out of contact 


*The product used was Chloresium (Rystan Company), containing 0.5 per cent water- 
soluble derivatives of chlorophyll ‘‘a’’—N. N. RB. 
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with their environment will scratch the areas with their nails, 
which are sometimes sharp and are occasionally contaminated from 
dabbling in fecal material and urine. The self-destructive tend- 
encies of deteriorated psychotic patients lead them to produce 
small lesions by nail scratching, and to pick at sores, enlarging and 
infecting them with contaminants. In addition, there is a direct 
relationship between the degree of psychosis and the tendency for 
tissue breakdown. This augments the incidence of difficult skin 
lesions that would ordinarily occur in elderly patients with such 
physical complications as arteriosclerosis, diabetes, and varicosi- 
ties, of which there are always many. 

The same factors which produce an abnormal volume of skin le- 
sions in the mental hospital make these cases especially difficult to 
heal. The regenerative powers of the tissues are low, aseptic con- 
ditions are a practical impossibility and co-operation by the patient 
over any type of dressing is generally unsatisfactory. 

The chlorophyll-derivative ointment has proved to be particu- 
larly useful in helping to overcome these problems of local healing. 
The writer has, over a five-year period, used this preparation in 
over 400 cases, including such conditions as diabetic ulcers, gan- 
grenous arteriosclerotic ulcers; grangrenous, infected, self-inflicted 
wounds; decubitus ulcers; varicose ulcers; burns (both sterile and 
secondarily infected); infected superficial malignancies; and, 
rarely, cases of infected incisional wounds. No controlled or sta- 
tistical study has been attempted, but on the basis of this extensive 
experience with the chlorophyll-derivative ointment it is possible 
to draw certain legitimate conclusions about the usefulness of this 
preparation in the mental hospital: 

1. Satisfactory healing in cases where healing has been thera- 
peutically possible has been the general rule. Naturally, in gan- 
grenous cases, subsequent surgery was necessary to complete the 
cure, but, in such cases, the control of infection led to a more satis- 
factory surgical procedure, by permitting the time of surgery to be 
elective rather than on an emergency basis. 

2. The chlorophyll-derivative ointment has been used success- 
fully in cases where other local therapeutic agents have not pro- 
duced the desired effects. Its primary benefit has been a more 
rapid action than other agents, and the quality of healing and 
epithelization has been more satisfactory. This is apparently due 
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to its tendency to promote healthy granulations. In one particular 
ease of extensive denudation (4 inches in diameter), anticipated 
skin grafting was avoided when the chlorophyll-derivative oint- 
ment caused the entire area to fill and epithelize. Additionally, 
where the exudate was retained locally, it was found that the chlor- 
ophyll-derivative ointment was very effective in cleaning the wound 
of this necrotic material. The ointment has proved very soothing, 
but not startlingly so. 

3. The chlorophyll-derivative ointment effectively deodorizes 
foul-smelling lesions. This deodorizing effect, while medically sec- 
ondary to the therapeutic benefits of the preparation, has been of 
considerable value, insofar as comfort and pleasant surroundings 
are concerned in institutional care, where space between beds is 
sometimes less than would be seen in a general hospital. Particu- 
larly noteworthy, is the chlorophyll derivative’s effective control of 
gangrenous odors. 

4. There have been no instances of irritation or sensitivity 
traceable to the active ingredient or to its hydrophilic ointment 
base. The preparation appears to be completely nontoxic, a fac- 
tor which in itself is highly important in a mental institution. 

5. The chlorophyll-derivative ointment can be used advantag- 
eously with other necessary parenteral or local therapy. Deep- 
seated infection ordinarily requires antibiotic or sulfa drug ad- 
ministration in addition to the local treatment with chlorophyll de- 
rivatives. In cases where massive infection of surrounding areas 
has already begun, including erysipelas, hot, wet compresses before 
application of the chlorophyll derivative are indicated. For this 
purpose, the writer has recently found the chlorophyll derivatives 
combined with sodium propionate* to be particularly useful. 

6. The chlorophyll-derivative ointment has frequently saved 
nursing time by allowing ambulatory treatment of patients who 
would otherwise have to be confined to bed for the healing of re- 
sistant lesions. In addition, it saves nursing time, because dress- 
ings ordinarily need not be changed oftener than once in 48 hours 
instead of the customary 24 hours with other ointment applica- 
tions. There has also been some saving in the quantity of com- 
presses and bandages used. 

7. Permanent staining is not a problem with this preparation. 


*Prophyllin powder (Rystan Company). 


PART 2—1955—B 











196 CHLOROPHYLL-DERIVATIVE OINTMENT IN INSTITUTIONAL PRACTICE 


The active ingredient and the ointment base are water-soluble and 
can be washed out of linens. 

The continued use at Willard of this chlorophyll-derivative prep- 
aration has been entirely dictated by the clinical results which it 
has helped to produce. However, in long experience, it has been 
noted that the preparation acts differently from other local medi- 
cations, and certain observations which may shed some light on its 
mode of action will be reported. Where the effects are most notice- 
able is in the quality of granulations and in the rapidity of granu- 
lation growth, as compared to conditions with other drug therapy. 
The writer’s clinical impression is that this is somehow related to 
the integrity of the local blood supply, since locally increased vas- 
cularization is noted. The highly vascularized granulations lead, 
in turn, to good epithelization, with a lesser amount of dense, 
avascular scar than is encountered in similar conditions using other 
drug therapy. The inhibition of secondary infection which the 
writer has noted with this preparation may well be partially ex- 
plained by the character of the granulations produced, since 
healthy granulations are highly resistant to bacterial invasion. 


SUMMARY 


1. The need of large mental institutions for a medication which 
will aid the repair of difficult skin lesions has been emphasized by 
a discussion of abnormal conditions attendant to the treatment of 
elderly, mentally-ill patients. 

2. Five years experience with a chlorophyll-derivative oint- 
ment in over 400 cases indicates that this preparation meets the re- 
quirements for such a medication, particularly because (a) it pro- 
motes granulations more rapidly and of better quality than other 
topical preparations used in similar lesions; (b) it effectively 
cleans out wound exudate in suppurative lesions; (c) it helps to 
control secondary infection; (d) applied locally, it deodorizes foul- 
smelling lesions; (e) it can be used effectively in combination with 
parenteral medication; and (f) it saves nursing time because fre- 
quent changes of dressings are unnecessary, and because ambu- 
latory treatment is frequently possible in patients who would other- 
wise have to be confined to bed. 


Willard State Hospital 
Willard, N. Y. 








THE SCREENING OF STUDENT PSYCHIATRIC NURSES BY MEANS OF A 
GROUP PROJECTIVE INVENTORY* 


BY MORTIMER B. LIPTON, Ph.D., HARRY ROCKBERGER, Ph.D., AND 
HERMAN Y. EFRON, Ph.D. 


Many authors’* have decried the high rate of failures to com- 
plete training successfully in nursing schools, and have sought the 
reasons for this. A common hypothesis is that although success- 
ful completion of nurses’ training is often dependent upon person- 
ality factors, selection is usually based on an evaluation of aca- 
demic abilities. Shaycroft* puts the problem this way: 

“Tt is also recognized that personality traits and interests, as 
well as many other factors, are important in determining whether 
a student will succeed in the basic (nursing) program. No tests 
were included however, since none of the available tests designed 
to measure these factors seemed practical for this purpose.” (Ref. 
4, p. 201.) 

When attempts are made to evaluate personality in nursing se- 
lection, paper-and-pencil inventories of dubious validity are usu- 
ally used. The popularity of such instruments as the Washburne, 
Bell, and Bernreuter examinations is explicable on the basis of 
their ease of administration, simplicity of scoring, and apparent 
objectivity. However, Ellis,*° after an exhaustive study of the va- 
lidity of personality inventories, as a general measure of adjust- 
ment, concludes that they have only “a low and disappointing de- 
gree of validity.” (Ref. 5, p. 387.) In addition Ellis points out that 
they are also subject to the following drawbacks: (a) They can be 
falsified; (b) they encourage the subject to respond with what he 
deems socially acceptable, especially when the inventories are used 
for occupational selection; (¢) even when the subject attempts to 
answer honestly, there may be a lack of insight as to the true na- 
ture of his behavior; and (d) the total score that is obtained is fre- 
quently meaningless. Although “unfavorable” scores may be in- 
dicative of maladjustment, a “favorable” score does not necessarily 

*This study was made possible through the co-operation of the late Clarence Bellinger, 
M. D., former director of Brooklyn (N. Y.) State Hospital, Nathan Beckenstein, M. D., 
present director of that hospital, and Miss Florance Unwin, R. N., principal of the school 
of nursing. The authors also wish to thank Nicholas D. Covatta of Catholic University 


for his valuable assistance in the collection and treatment of data. At the time of the 
study the authors were all at Brooklyn State Hospital. 
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indicate good adjustment. On a cursory examination of personal- 
ity inventory results in a school of nursing, the authors of the pres- 
ent paper have noted that many times the most maladjusted stu- 
dents will score in the “normal” range. 


Projective type items, a variety of which have been used in this 
study, seem to provide a more germane and individual characteri- 
zation of personality. They are less subject to the objections 
raised against personality inventories. One of the most successful 
attempts to screen students by means of a group projective test 
was that of Munroe® who gave the Rorschach to students at Sarah 
Lawrence College. She devised a Rorschach sign checklist, con- 
sisting of entries for each item where a subject’s performance devi- 
ated from the normal range. The number of items checked is sum- 
mated, and subsequently translated into a scale of over-all person- 
ality ratings including excellent, above average, average, just be- 
low average, and very poor, personality resources. However, since 
the Munroe study, investigators’* have found this type of sign- 
approach to be unrewarding. 


Munroe herself cautions that her success with prediction at 
Sarah Lawrence College, using the sign approach, depended largely 
on her intimate knowledge of the school, and the kind of student 
who was most likely to succeed in that environment. The separa- 
tion of adjusted and non-adjusted students by a mere counting of 
signs does not, according to Munroe, necessarily correlate with 
success and non-success at school. The suitability of specific per- 
sonality characteristics to a particular school environment is evi- 
dently as crucial in predicting success as the general level of ad- 
justment. “Good” or “bad” signs may be applicable, if the desid- 
eratum is a personality description or a general statement as to 
certain assets and liabilities of an individual. However, this type 
of evaluation may or may not be a predictor of success in a special- 
ized undertaking. 

Specificity in personnel selection is axiomatic among most work- 
ers in the field of industrial and vocational psychology. Super® 
points out that, in attempting to predict success on a specific job, 
specific local factors need be considered. By way of example, he 
cites Viteles who devised a battery of tests to predict the manual 
operations of a sub-station operator but then found that the oper- 
ator could be discharged on a cleanliness count. Both Potts* and 








MORTIMER B. LIPTON, HARRY ROCKBERGER AND HERMAN Y. EFRON 199 


Shaycroft* give recognition to the fact that there are tremendous 
differences among nursing schools in their criteria for admission. 
These differences probably reflect the variety of training and edu- 
cational philosophies of nursing school faculties and, perhaps even 
more directly, the personalities of those faculty members whose 
decisions about student evaluation carry the greatest weight. 

The authors recognize that this present study is limited to an at- 
tempt to predict outcome in a training situation for psychiatric 
nurses. Adjustment in training may or may not be significantly 
related to adequacies on the job. The study is further limited to 
a specific school which has set up certain requirements and is fune- 
tioning with a particular kind of philosophy—the school of nursing 
at Brooklyn (N. Y.) State Hospital. 

An examination of predictive technics currently employed at the 
nursing school where this study was conducted revealed that they 
were all but useless in predicting personality adjustment in the 
school. Table 1 demonstrates the incidence of acceptable and non- 
acceptable ratings on a nursing aptitude test* among those 10 stu- 
dents judged as best adjusted by their teachers and among the 10 
students judged as most poorly adjusted in a class of 42. 

Table 1. Incidence of Acceptable and Non-acceptable Scores on a Nursing Aptitude 


Test* Among Students Rated as Highest and Lowest in Personality 
Adjustment by Their Instructors 





Group I N=—42 





Nursing aptitude test* 
Rated as only 
Rated as poor fair, average, good 
or very poor very good or excellent P 
10 highest .ccccccccccceces 3 7 
N.S. 
10 lowest .......eeeeeeeees 4 6 





*Potts-Bennet No, 3. 


Bernreuter scores were especially disappointing. Table 2 shows 
that most students gave satisfactory Bernreuter performances re- 
gardless of whether they were rated as well adjusted or poorly ad- 
justed. Below-average scores in Bernreuter categories occurred 
with as much prominence in the well-adjusted as in the poorly- 
adjusted group. : 


*Potts-Bennet No. 3. 
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Table 2. Incidence of Acceptable and Non-acceptable Bernreuter Scores Among Those 
Students Rated as Highest and Lowest in Personality Adjustment by Their Teachers 








Acceptable Non-acceptable* 
Bernreuter scores Bernreuter scores P 
10 highest. ...cscccccccces 8 2 
N.S. 
10 Lowest vvcccccccccccens 8 2 





*Non-acceptable scores in two or more Bernreuter categories. 


An initial product-moment correlation between adjustment rat- 
ings and ratings of intelligence* was equally unimpressive (—.15) 
(n—42). 

The sex factor seemed unrelated to success in terms of person- 
ality adjustment. The incidence of males and females in the bot- 
tom 10 and top 10 is given in Table 3. 


Table 3. Male and Female Distribution Among Those Students Rated as Highest and 
Lowest in Personality Adjustment by Their Teachers 








Male Female P 
10 highest ...cccccccccccecs 4 6 
N.8. 
oe BAS rr ree re rere 5 5 





The present study was initiated with the hope that some simple 
group technic could be developed that would effectively discrim- 
inate those students most likely to make a very poor personality 
adjustment in nursing school. 


METHOD 
Group Projective Inventory 


The group was told that this was a test to determine how 
promptly and accurately they were able to follow instructions. 
They were told that the test would involve drawing but that this 
was not intended to measure artistic ability. In the event that they 
were doubtful as to what to do, they were told beforehand to, “Just 
do what you think right.” The test consisted of (a) the drawing of 
a person, (b) the drawing of a person of the opposite sex to that 
in the first drawing, (c) the drawing of a parent and child, (d) the 


*Potts-Bennet No. 3. 
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drawing of the other parent and child, (e) the drawing of geomet- 
rical figures, (f) doodling, (g) associating to the doodles, and (h) 
making spontaneous descriptive statements about themselves. 


Subjects 


Three successive groups, totaling 98 male and female entering- 
student psychiatric nurses, served as subjects. Group I consisted 
of 42 students who entered the school during the first year of the 
experiment. The 34 students who entered the following year com- 
prised Group II, and the 22 students of the next year comprised 
Group III. The nursing school in this study is part of a large 
state mental institution located in the metropolitan New York City 
area. 


Procedure 


Group I was given the Group Projective Inventory, which was 
then scored by three psychologists (two advanced trainees, and one 
supervising psychologist) for the 126 signs appearing in Table 4. 
These signs were based upon the authors’ clinical experience, on an 
analysis of hundreds of drawings by psychotics and normals, and 
on signs from the literature on projective techniques. Signs were 
scored by agreement of two of the three investigators, who rated 
the drawings independently, and with no identifying data other 
than the sex of the subject, and a code number. In addition to sign 
ratings, “global ratings” were assigned by the three psychologists, 
who by inspection, without reference to particular signs, sought to 
evaluate the students’ levels of adjustment. Raters were instructed 
to assign each test protocol a rating of from 1 to 7. Verbal sym- 
bols for numerical ratings were provided as follows: 1, 2—normal, 
well-adjusted ; 3, 4—mild neurotic; 5, 6—severe neurotic; 7—psy- 
chotic. The final “global rating” was obtained from the sum of the 
ratings of the three psychologists. Initially a criterion-adjustment 
score was arrived at by a variety of ratings, viz., teachers’, super- 
visors’, and sociometric ratings. These ratings were normalized 
and combined by means of the Standard T Score method to yield 
a composite adjustment rating. This technic proved rather cum- 
bersome and except for the first test group from which the “signs” 
were derived, student personality adjustment was judged by the 
ratings by four teachers on a seven-point scale. The teachers who 
did the ratings were provided with class lists and were instructed 
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Table 4. Group Projective Inventory Signs 


Anatomy showing through clothes 

Sex organs drawn 

Back view 

Disguised erotic play between child 
and parent 

Difficulty with opposite sex (para- 
graph) 

Drawing nude male figure 

Hands in pockets 

Emphasis on breasts 

Drawing a bust 

Emphasis on clothing 

Difficulty with sex areas 

Sexual content (doodling) 

Head only drawn 

Veiled emphasis on sex areas 

Use of props to indicate sex 

Changing sex of figure 

Sex of parent unclear 

Sex of child unclear 

Child left out 

Child of opposite sex in both draw- 
ings 

Making child of opposite sex first 

Sex of parent determined by cloth- 
ing or activity 

Sex unclear 

Cartoon figure 

Male and female of different size 

Omission of child and parent 

Both parents of same sex 

Male made female by female sub- 
ject or vice versa 

Emphasis on musculature 

Highly elaborate (rhythmical de- 
sign) 

Sex reversal 

Emphasis on showy attractiveness 

Nude or tending to nude eroticism 

Self-laudatory (paragraph) 

Parent censuring child 

Parent seen as stern 

Overpowering parents 

Parent and child not interested in 
each other 

Difficulty in relating child to par- 
ent 

Differential treatment of parent 
and child evident 


41. 


42. 
43. 
44, 
45. 


46. 
47. 
48. 
49. 
50. 
51. 
52. 
53. 
54. 
55. 
56. 
57. 


58. 
59. 
60. 
61. 


62. 


63. 
64. 
65. 
66. 


67. 
68. 
69. 
70. 
71. 
72, 
73. 


74, 


75. 
76. 
77. 
78. 
79. 
80. 
81. 


Parent and child out of proportion 
to one another 

Figures to one edge or corner 

Childish figures 

Stick figures 

Child made a baby in parent’s 
arms 

Cigarette or pipe in mouth 

Oral emphasis 

Use of a frame 

Child younger with one parent 

No feet on figures 

Mother seen as dominant 

Leaning figure 

Teeth showing 

Saw tooth (rhythmical design) 

Aggressive character (doodling) 

Aggressive content (associations) 

Difficulty with authority (para- 
graph) 

Omit 

Excessive movement signs 

Aggressive stance or feature 

Doing well on designs as contrasted 
with the rest 

Tiny figures, 14" or less (geometric 
designs) 

Omit 

Omit 

Rigidity (doodling) 

Less than three words given (as- 
sociations) 

Non-given (associations) 

Associations contrived 

Less than seven associations 

All tiny figures 

Stiff or manikin figures 

Laudatory as to quality of drawing 

Extreme accuracy (geometric de- 
signs) 

Drawing seems finished but called 
unfinished 

Dim uncertain lines 

Frequent erasures (designs) 

Depressive quality (associations) 

Seclusive bent (paragraph) 

Depressive content (paragraph) 

Indecisiveness (paragraph) 

Fears (paragraph) 











MORTIMER B. LIPTON, HARRY ROCKBERGER AND HERMAN Y. EFRON 203 


Table 4. Group Projective Inventory Signs—(continued) 


82. Face, distorted, ugly or frightened 105. No face 
83. Very extensive erasures 106. Emphasis on eyes 
84. Figure dominated by one organ 107. Emphasis on hair 


85. Emphasis on one piece of clothing 108. 


Exact symmetry (rhythmical de- 
86. Rigid abstractions throughout eimai tipet 


é sign) 
87. Queer en. material (para- 109. Perseverative quality (associa- 
graph) tions) 


88. Out of proportion 
89. Bizarre 
90. Wide difference in pressure 


110. Confusion of profile and front view 
111. Use of abstract forms 


91. All drawings incomplete 112. Excessive size 

92. Bad planning (geometric designs) 113. Unusual posture 

93. Reversal (geometric designs) 114. Complex nature of figures 

94. Wavy or broken lines (geometric 115. Drawing something other than the 
designs) figure called for 

95. One or more figures left out (geo- 116. Overlapping (geometric designs) 
metric designs) 117. Making a design of all figures 

96. Marked variability (geometric de- (geometric design) 
signs) 118. Design not rhythmical 

97. Inconsistencies (paragraph) 119. Chaotic (rhythmical design) 

98. Ineffective sketchiness 120. Chaotic (doodling) 

99. Additional (geometric designs) 121. Neck disconnected or not drawn 

100. Complete failure (geometric de- 122. No connection between parts of 
signs) body 

101. Face indistinct 123. Inadequate neck 

102. Face hidden 124. Self-deprecatory (paragraph) 

103. Fish eye or non-seeing eye 125. Evasive (paragraph) 

104. Difficulty in relating to people 126. Very strong self-deprecatory com- 
(paragraph) ments about drawing 


to rate the personality adjustment of students as either 1—excel- 
lent; 2—very good; 3—good; 4—average; 5—only fair; 6—poor; 
or 7—very poor. 

An attempt to correlate test findings with adjustment was also 
sought by the development of empirically derived signs. Since 
frequencies were too low to employ statistically correct item vali- 
dation procedures, a crude item analysis was done. Of the signs 
listed in Table 4 those were retained whose frequency of occur- 
rence in the five most poorly adjusted students was at least two 
more than in the five best-adjusted students of Group I. An ana- 
logous technique was employed with the top and bottom 10 stu- 
dents of Group I, but here a sign was retained whenever the differ- 
ence was three or greater. This procedure resulted in the reten- 
tion of eight signs. (See Table 5.) Inspection showed that the 
presence of two or more of these characterized the protocols of the 
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five least-adjusted students, whereas the five best-adjusted stu- 
dents gave less than two. The Group Inventory was then admin- 
istered to the succeeding year’s trainees, Groups II and III. Two 
psychologists rated each protocol for the presence of these eight 
empirically derived signs. These were then scored by agreement 


Table 5. Group Projective Inventory Signs That Predicted Poor Adjustment at 
Nursing School 


(The presence of any two signs indicated poor adjustment) 





Emphasis on one piece of clothing 
Wide differences in pressure 
Differential size between sexes 

Stiff or mannikin quality 

Excessive movement indicators 
Self-depreciation 

Aggressive content 

Difficulty with authority (paragraph) 


SSranPr & rr 





of both raters—who worked independently and with no other data 
than the sex and code number of the student. The criterion rating 
of adjustment was again obtained from the combined ratings made 
by four teachers on the seven-point scale. This allowed for cross- 
validation of the prediction criterion on two successive entering 
classes. 


REsvuLts AND Discussion 


The initial product-moment correlations between the methods of 
assessing adjustment of Group I (sum of “bad” signs* and “global 
ratings”) and the various criterion measures of adjustment had all 
been disappointingly low. None of them were significant at the 5 
per cent level. When it was apparent that both the sums of the 
“bad” signs and “global ratings” did not correlate with students’ 
adjustments, the writers were faced with the alternatives that the 
test either failed to reflect the level of adjustment, or that adjust- 
ment, as indicated by the test, was unrelated to the factors that 
make for success in the particular school of nursing at which this 
study was conducted. From this point on, the procedure was oper- 
ational. It was assumed only that the test provided valuable data 
pertinent to personality structure and that in some undefined way 


“The numerical sum of the signs scored by the agreement of two out of three raters 
(the signs are taken from the 126 items listed in Table 4). 
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personality trends are related to success in a school of nursing. 
The only supportive evidence—from the writers’ own experiences 
—that the test contained meaningful personality data was a sig- 
nificant inter-correlation among three trained raters (r=.55, 
p=0.01). Admittedly, this could have represented nothing more 
than a consensual agreement about some stereotyped clinical inter- 
pretations. 


The item analysis led to the eight signs which seemed best to dif- 
ferentiate the adjusted from the non-adjusted students of Group I, 
the signs shown in Table 5. Since it was found that the presence 
of two or more of these eight signs differentiated the adjusted 
from the non-adjusted students, this criterion was applied to 
Group II. 

Table 6 shows the incidence of signs among the top 10 and bot- 
tom 10 students of Group II. Since the theoretical frequencies in 
two of the cells was less than five (ft—4), Fisher’s exact method 
was used. The resulting probability was equal to .01 for a one- 
tailed test of significance and .02 for a two-tailed test. Only one of 
the students judged to be among the top 10 by the faculty would 
have been eliminated by this test, and only three students whom 
the faculty rated in the lowest 10 would have escaped detection. 


Table 6. Incidence of Signs Among Students Rated as Highest and Students Rated as 
Lowest by Their Instructors 








Group II 
S 2 Signs < 2 Signs p* 
10 highest .......cecccceeees 1 9 
01 
WO LOWESE 6 vc cececcccccccees 7 3 
Group IIT 
5 Right: osc ccccecveccessses 0 5 
024 
SG LOWERE 2 ei cccccc cecnscee 4 1 





*Significance levels are for a single-tailed hypothesis, 
Fisher’s exact method was used to calculate P. 


On further exploration it was found that the single student who 
would have been eliminated by virtue of the test results but was 
judged superior by the faculty members, gave many other 
clinical evidences of maladjustment. However a rather pleasant, 
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affable nature covered a distressing personality picture. It was 
indicated by these results that the presence of two or more signs 
augured poorly for success in terms of personality adjustment. 

Encouraged by these findings, the eight signs of Table 5 were 
then tested on a second alien population, Group III. Since the 
number of students in this group was considerably lower than in 
the preceding group, only the top and bottom five students were 
compared. The results in Group III are shown in Table 6. Again, 
since the theoretical frequencies were small (ft—=2), Fisher’s exact 
method was employed. The obtained value of p was 0.02 for a sin- 
gle-tailed hypothesis and 0.05 for a double-tailed hypothesis. It is 
apparent from Table 6 that the presence of two or more signs 
proved to be a significant measure for the prediction of personality 
maladjustment at nursing school. Only one of the non-adjusted 
students would not have been eliminated by the test, and in no 
ease did any of the superior students show two or more signs. Of 
the middle group of students whose results are not seen in Table 3, 
only two showed two or more critical signs. 

Of interest are the qualitative implications of those sign combi- 
nations which seem to characterize failure in this particular nurs- 
ing school. If one applies general clinical interpretations to these 
data, it is suggested that unevenness in function, evidences of poor 
emotional control, especially aggressiveness, and conflict with au- 
thority characterize personality trends inimical to success at this 
particular school. It is, of course, impossible to state the exact 
criteria used by instructors in giving ratings but some correlated 
findings are seen in a study by Wickman,” which indicate that 
teachers are likely to rate as well-adjusted those students who have 
withdrawing, recessive, personality and behavior traits, and do not 
offer any difficulty in management. It would also seem true that 
emotional control and lack of aggressive quality, especially in re- 
lation to authority figures, are qualities that make for adjustment 
to the usual kind of hospital situation. 


SuMMaRY AND CONCLUSIONS 


While initial screening by the usual aptitude and intelligence 
tests is well designed to meet the need of assessing the academic 
ability of students, it is suggested that projective type items em- 
ployed in the manner described in this study are applicable to as- 
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certain those personality trends which augur poorly for success 
in nursing schools. It is suggested that the 126 items of this study 
be employed on an exploratory basis to determine which of these 
are most likely to discriminate failures from successes at a par- 
ticular school. Those signs which effectively discriminate the ad- 
justed from the non-adjusted students are then to be re-tested on 
alien populations. As the test is given to a greater number of stu- 
dents, the frequency of scored items should make possible the use 
of statistically appropriate item validation techniques. This, in 
turn, might well have the effect of increasing the number of signs 
that are useful in selection, thereby increasing the sensitivity of 
the test. 

The idea of a “tailor-made” projective test would appear to have 
broader implications for the assessment of personality in person- 
nel selection. When consensual concepts of adjustment were em- 
ployed in evaluating student personality adjustment there was no 
evidence of any relationship between raters’ judgments and actual 
measures of personality adjustment from teachers’, supervisors’ 
ratings and student sociometric ratings of one another. 

Then an operational approach was employed, signs which were 
empirically derived, were successful in discriminating the poorest 
from the best students. Possibly adjustment and non-adjustment 
in a school of nursing is not synonymous with consensual concepts 
of adjustment and non-adjustment. Selection technics should per- 
haps reflect the particular school setting within which the student 
will function; and predictive items (in this study projective type 
items) should be validated by correlation with practical working 
criteria (such as teachers’ ratings of pupils) rather than through 
comparison with generally-accepted normative concepts. 

The clinical interpretation of the items which occurred most fre- 
quently among the least adjusted students might also provide valu- 


able clues concerning the actual criteria employed by teachers in 
the evaluation of students. 


Psychology Department 
Norristown State Hospital 
Norristown, Pa. 
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THE DISTRIBUTION OF MENTAL DISEASES IN NEW YORK STATE, 
1949-1951 


BY BENJAMIN MALZBERG, Ph.D. 


New York State is highly urbanized. More than half of the 
state’s population lives in New York City. Another million or 
more live in Buffalo, Rochester and Syracuse. According to the 
definition of urban-rural employed by the United States Bureau of 
the Census in 1940, and used for comparative purposes in 1950,’ 
communities with a population of 2,500 or more were considered 
urban; those with a population less than 2,500 were rural. On this 
basis, the urban population of New York State totaled 11,889,008 
on April 1, 1950; the rural population totaled 2,941,184. The cor- 
responding percentages were 80.2 and 19.8. 

However, there has been a significant change in the urban-rural 
ratio. The urban population represented 78.9 per cent of the total 
population of New York State in 1910. This percentage grew to 
83.6 in 1930, but decreased to the 80.2 figure in 1950. Between 1930 
and 1950, the rural population grew from 16.4 per cent of the total 
to 19.8 per cent. This was due primarily to the increase of the 
non-farm population, representing to a large degree the growth of 
suburban communities. The farm population, on the contrary, de- 
creased significantly between 1930 and 1950. In 1930, it repre- 
sented 34.2 per cent of the total rural population. In 1950, it rep- 
resented only 19.7 per cent. 

Many investigations* have shown that the prevalence of disease 
varies in relation to the size of population. In some instances, 
owing to greater sanitary controls, there is less disease in cities 
than in rural areas. In general, however, the death rates are lower 
among the rural population. 

A similar dichotomy has been demonstrated with respect to men- 
tal diseases.* In general, rates of first admissions to hospitals for 
mental disease in New York State are higher for the population 
living in urban areas. In addition, there appears to be an increase 
in such rates from minima among the rural groups to higher rates 
for the larger urban aggregates. 

In this study, the evidence with respect to the relative distribu- 
tion of mental diseases throughout New York State will be re- 


*See Ref. 2 for example. 
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viewed. The data consist of first admissions to all hospitals for 
mental disease in New York State from October 1, 1948 to Septem- 
ber 30, 1951. This period of three years was selected because its 
mid-point fell on April 1, 1950, the date of the census of population. 
This made it possible to compute average annual rates of first ad- 
missions. There were 58,249 first admissions during this period, 
of which 51,622, or 88.6 per cent, were from urban areas, and 6,627, 
or 11.4 per cent, were from the rural environment. The corre- 
sponding percentages for the general population of New York 
State were 80.2 and 19.8, respectively, indicating an over-represen- 
tation of first admissions from the urban population. 

There were 46,633 first admissions to all hospitals for mental dis- 
ease in New York State during the three years ended June 30, 1941, 
of which 43,053, or 92.3 per cent, were urban, and 3,580, or 7.7 per 
cent, were rural. The average annual urban rate rose from 128.5 
per 100,000 population in 1939-1941 to 144.7 in 1949-1951. The 
rural rate rose from 51.6 to 75.1. 

Table 1 shows the distribution of the urban first admissions ac- 
cording to mental disorders. Of the total, 60 per cent were included 
in three groups. Dementia precox, the largest group, included 
15,333, or 29.7 per cent of the total. Psychoses with cerebral ar- 
teriosclerosis followed with 9,408, or 18.2 per cent of the total. The 
senile psychoses were the third largest group, with 6,522, or 12.6 
per cent of the total. Other large numerical groups were: the in- 
volutional psychoses, with 4,496 first admissions, or 8.7 per cent of 
the total; and the alcoholic psychoses, with 3,039 first admissions, 
or 5.9 per cent. 

The corresponding data for the rural population are shown in 
Table 2. Dementia precox was the leading category, with 1,485 
cases, or 22.4 per cent of the total. Psychoses with cerebral ar- 
teriosclerosis followed with 1,278 cases, or 19.3 per cent. The senile 
psychoses followed with 1,014 cases, or 15.3 per cent. Compared 
with the urban population, dementia precox included a smaller per- 
centage of the total, but the senile psychoses were in relative 
excess. 

The average annual rates of first admissions per 100,000 corre- 
sponding population are summarized in Table 3. It will be noted 
that the rates for the urban population were in excess in each cate- 
gory. The total rate was 144.7 for the urban population, compared 
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with 75.1 for the rural population. The former was in excess in 
the ratio of 1.9 to 1. The greatest excess occurred in general pa- 
resis, the urban and rural rates being in the ratio of 3.1 to 1. The 
next greatest disparity was in the alcoholic psychoses, the urban 
rate being in excess in the ratio of 2.7 to1. The relative disparity 
with respect to the alcoholic psychoses was greater for the females 


Table 3. Average Annual Rates for First Admissions Per 100,000 Corresponding 
Population, 1949-1951, Classified According to Principal Groups of 
Mental Disorders 








Ratio of urban 

Urban Rural to rural rates 

Mental disorders M. F. yf M. ¥: pA M. F. T. 
General paresis .......... 45: 18 @&2 DS. @@ 36 22 3S GS 
Alcoholic ....cccccccceees 163. 438 aa aa a Ua. CU ae 
With cerebral arteriosclerosis 28.3 245 264 154 136 144 18 18 1.8 
GOIN Akecccknunca cedecews 143 223: 163 04 185 Ee. 185 16 18 
Involutional ...... ....... 8S 167 3128: 38 81 659 233 S32 &i 
Manic-depressive ......... 40. 76 "G8 Si GS. 48 13 .-14 Be 
Dementia precox ......... 43.9 421 43.0 161 176 168 27 24 26 
All first admissions ....... 146.4 143.1 144.7 754 748 751 19 19 19 





than for the males. The urban rates were also in marked excess 
in connection with dementia precox and the involutional psychoses. 
The least excess occurred in the manic-depressive psychoses, the 
urban and rural rates being in the ratio of 1.3 to 1. The psychoses 
associated with advanced age were more prevalent among the ur- 
ban population, but the excess was of a lowex order than that found 
in the other major groups of psychoses. 

The rates of first admissions vary with age, as shown in Table 4. 
Beginning with ages 35 to 39, the average annual rates of first ad- 
missions rose among the urban population from 134.1 to 1,478.9. 
Contrary to the usual experience, the average annual rates were 
relatively high between ages 20 and 34. This was due to unusually 
high rates among males at ages 20 to 29. It is possible that this ir- 
regularity is due to an under-enumeration of the general popula- 
tion at these ages.‘ In general, the urban male population had 
higher rates than females at both extremes of the life span. Rates 
were higher for females in the interval from 30 to 55 years. 


The general pattern was the same for the rural population. The 
rates were relatively low, but showed a rising trend up to age 25. 
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Table 4. Average Annual Rates of First Admissions to All Hospitals for Mental Disease 
in New York State, 1949-1951, Per 100,000 Population, Classified According 
to Age and Environment 











Ratio of urban 

Urban Rural to rural rates 

Age (years) M. F. 7: M. F. a M. F, T. 
Se eee ene 48 09 29 08 02 05 60 04 #«046 
POE sarees ch Beaded oe 27.9 229 254 67 40 54 42 57 47 
BEAD: ssc hawaneats basa 107.1 926 99.6 43.1 443 43.7 24 21 2.3 
BS Gi.Ss cia cockwbeascank 178.8 115.1 1449 88.6 621 751 20 19 19 
BP hack) vee Onkes keane 164.4 135.6 149.3 87.1 74.7 80.7 19 18 19 
rere 136.0 141.8 139.1 745 73.8 742 18 19 19 
BR caccacunrs sacdewivend 127.8 139.6 134.1 864 904 884 14 15 15 
a Ee Eee Ee 136.7 140.3 138.6 763 73.3 749 18 19 189 
WI su 5:ibic sie Alas w auniade as 137.2 148.2 1428 72.7 826 774 19 18 18 
WE Sia Cov how ata cace 147.9 148.1 148.0 845 809 828 18 18 18 
WMD: 5 Sits sieduh acd dbacen 168.8 161.7 165.2 906 92.8 91.7 19 17 18 
Re meee ee 217.5 183.9 200.6 113.9 102.7 1084 19 18 19 
| ENE Ree ee ey oe 297.4 245.4 270.8 133.4 1040 1186 22 24 23 
Ee eee eect” 446.3 411.6 427.2 222.8 214.7 218.7 20 19 2.0 
MNO. Shale deo ids ss abee cand 848.3 789.4 814.1 411.7 428.6 420.6 2.1 18 19 
ae eee eee 1,627.1 1,395.3 1,478.9 768.0 696.5 727.2 2.1 2.0 2.0 
NE i os aia cks ob pines 146.4 143.1 144.7 75.4 748 75.1 19. -19...12 


They fluctuated irregularly up to age 50, and then increased stead- 
ily to a maximum in old age. In every age interval, the rate for 
the urban population exceeded the corresponding rate for the rural 
population. The excess was greatest at advanced ages; for ex- 
ample, at ages 65 or over. 

Since the average annual rates of first admissions, specific for 
age and sex, are higher without exception for the urban population, 
there can be no doubt that the average summary rate must also be 
significantly higher for the urban population. The amount of the 
difference will be affected, however, by variations in the distribu- 
tions of the urban and rural populations with respect to age and 
sex. For example, the rural population included 33.4 per cent in 
the age groups under 20, compared with 27.5 per cent for the urban 
population. (Table 5.) This would tend to reduce the crude rate 
for the rural population, since rates of first admissions are lowest 
at this age. On the other hand, the rural rate will tend to be high 
because of the large proportion of males. The sex ratio was 102.2 
males to 100 females among the rural population in 1950, compared 
with a ratio of only 93.8 for the urban population. (Table 6.) It is 
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Table 5. Population of New York State, April 1, 1950, Classified According to Age 
(Per Cent) and Environment 





Percentages by age (years) 
650r Median age 





Environment Total Under 20 20 to 34 35to64 over (years) 
WR cc vevesesesnacubdes 100.0 27.5 23.8 40.4 8.3 36.7 
New York City........ 100.0 26.8 24.1 41.4 74 37.0 
PREOND «ove sweseceees 100.0 28.6 24,2 38.7 8.4 34.7 
Rochester ..........-. 100.0 26.4 24.0 38.5 11.0 37.2 
Syracuse .......+..05. 100.0 27.9 26.1 36.5 9.4 34.9 
100,000 to 199,999 .... 100.0 27.9 22.5 40.1 9.4 37.2 
50,000 to 99,999 .... 100.0 28.5 24.1 38.2 9.2 35.9 
25,000 to 49,999 .... 100.0 29.4 23.7 37.2 9.7 35.5 
10,000 to 24,999 .... 100.0 29.7 22.2 38.4 9.7 36.2 
2,500 to 9,999 .... 100,0 30.5 22.0 37.5 10.0 35.8 
BIDE i hiddedgarevewes cua 100.0 33.4 21.5 35.8 9.2 34.2 
WOON 6 cdvcocbdccneses 100.0 36.8 18.2 35.0 10.0 33.5 
Non-farm ............ 100.0 32.7 22.3 36.0 9.0 34.4 





Table 6. Number of Males Per 100 Females, New York State, April 1, 1950, Classified 
According to Age and Environment 











All Age (years) 

Environment ages Under 20 20to34 35to064 65orover 
NOD ig Cin hoe dacs div eins waneesans savuc 93.8 101.2 88.7 94.8 80.9 
New York City 2... ccsccsccccces 93.9 101.6 87.7 94.9 83.4 
WEE Se twdksa te vnecs Wong edver 94.6 99.7 91.0 96.6 80.6 
J ae ee eer eee eee 91.3 99.0 87.3 92.2 80.1 
DOPRONED 6 ci dis scodccee tense 95.2 100.3 98.9 93.6 77.8 
100,000 to 199,199 ...2.......00. 92.1 99.4 87.8 93.6 77.1 
50,000 to 99,999 ..........006. 93.3 101.4 91.4 93.2 76.3 
25,000 to 49,000 .......+..00. 95.0 102.9 94.3 95.1 75.2 
10,000 to 24,999 ...........08. 92.8 99.9 90.1 94.2 74.8 
2,500 to 9,999 ......cccceees 93.6 101.7 89.4 94.9 76.4 
EIDE. Fecesinupecececcvces peacdeaves 102.2 106.4 95.7 87.4 94.1 
WOE sv acchecbudccedechevvevsecs 113.0 1106 1101 1140 124.1 
NOMA cc vccccicdeccccccvcces 99.7 105.4 93.0 102.4 87.3 





therefore necessary to correct the comparison of rates of first ad- 
missions so that both urban and rural populations are equally 
weighted according to the distribution with respect to age and sex. 

As a common standard, the writer chose the population of New 
York State aged 15 years or over on April 1, 1950, distributed in 
intervals of 5 years with corresponding sex ratios of that date. 
On this basis, the corrected rate for the State of New York 
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became 167.0 per 100,000 population. (Table 7.) The urban 
rate was 184.0, compared with only 97.7 for the rural population. 
The former was in excess in the ratio of 1.9 to 1, the same ratio as 
that derived on the basis of crude rates. It is clear, therefore, that 
there is a very significant difference in the prevalence of mental 
disease, irrespective of any sex or age differentials, among the ur- 
ban and rural populations of New York State. 

Only one objection has been raised to the conclusion that mental 
diseases are more prevalent in the cities than in rural areas. It is 
asserted that relatively fewer mentally ill are admitted to hospitals 
for mental disease from the rural areas, because it is comparatively 
easy for such persons to maintain themselves in a simple environ- 
ment, whereas they become disturbing factors in the city. This, 
however, is merely a hypothesis, even though it has an air of plaus- 
ability. Any observant person must be familiar with the many 
psychopathic types in the city, who also manage not to be admitted 
to a hospital. This line of argument would be stronger, if there 
were any statistics of the number of unhospitalized mentally ill. 
Unfortunately, there is no substantial body of such data. 

Therefore, some indirect evidence was sought. The writer set 
up the hypothesis that if there are relatively more unhospitalized 
mentally ill in the country, because it is not too difficult to care for 
them at home, then by the same token it should be possible to keep 
such patients at home for longer periods prior to hospitalization. 
Thus, the duration of a psychosis before hospitalization should be 
greater for patients from a rural environment than for those from 
the city. There were 51,622 first admissions from urban areas dur- 
ing the three years ended September 30, 1951. The duration of ill- 
ness prior to hospitalization was ascertained in 78 per cent of the 
cases. If one uses broad categories in measuring the intervals of 
time, one can be reasonably sure of the reliability of the data. On 
this basis, it appears that 59.1 per cent of the urban first admis- 
sions had been ill for less than a year prior to hospitalization, and 
that 11.2 per cent had been ill for 5 or more years. The median 
duration was 5.9 months. (Table 8.) The corresponding statistics 
for the 6,627 rural first admissions were: less than a year, 58.1 per 
cent; 5 or more years, 11.8 per cent; median duration, 6.2 months. 
The differences are so slight, that it may be concluded that a per- 
son developing a mental illness in a rural environment will, on the 
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Table 8. Duration of Illness Before First Admission to Hospitals for Mental Disease in 
New York State, 1949-1951, Classified According to Environment 








Per cent of first admissions 
with prior duration of Median 
Less than 5 or duration 
Environment 1 year more years (in months) 
WM: 5 76siv oid s 6s 064000 ss aduaeeen 59.1 11.2 5.9 
New York City ......cscccccses 59.0 11.3 5.9 
BED on 56d os as sawed pals bi 54.7 11.2 7.6 
WOONIIAR 60 bi siasss < gins 65g 5 Aes 51.7 15.3 7.3 
PING. s nondnd ones denen dsos 55.4 14.0 7.4 
100,000 to 199,999 ............ 64.8 8.2 4.2 
50,000 to -99,999 ............ 63.7 8.8 4.4 
25,000 to 49,999 ..........0. 60.5 9.3 5.4 
90,000 00. SRBOD 2. «swede sidiviene 58.5 10.4 6.3 
BOO? WD [OO visieteciess es 59.0 12.1 6.0 
a Meee IT Put Oey I ery oe 58.1 11.8 6.2 





average, be admitted to a mental hospital just as promptly as one 
from an urban environment. This would not appear to be possible, 
if there were important differences in attitudes towards the men- 
tally ill. It is, therefore, concluded that the difference in rates of 
first admissions between the urban and rural areas of New York 
State are genuine, and not an artifact derived from different atti- 
tudes toward mental disease and the desirability of hospitalization. 

The differences in the geographical distribution of mental dis- 
eases may now be examined in greater detail. The urban environ- 
ment is far from uniform. It includes, at one extreme, populations 
only slightly greater than 2,500, which approximate closely in many 
characteristics to the rural population. At the other extreme is 
New York City, thoroughly heterogeneous in character and with a 
variety of conditions which are commonly associated with epi- 
demiological aspects of mental disease. The rural population has 
also become more diversified, for it consists of two contrasted ele- 
ments, the farm population and the non-farm population, the latter 
recruited very largely through the migratory trend from city to 
suburb. 

It was noted previously that the crude rate for the urban popula- 
tion (144.7) exceeded that of the rural population (75.1) in the ra- 
tio of 1.9 to 1. When corrected for sex and age variations, the 
standardized urban rate continued in excess in the ratio of 1.9 to 1. 
While there was not a complete progression in the rates, there is 
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evidence, nevertheless, that the rates for the smaller cities tended 
to be lower than those for the larger cities, and that all cities had 
higher rates than the rural population. (Table 7.) The highest 
urban rate was found in Syracuse. Doubtless, this is due in part 
to the attraction exercised by the Syracuse Psychopathic Hospital. 
This cannot be the decisive factor, however, since the state hos- 
pitals in Rochester and Buffalo also exert an influence of this or- 
der, yet the rate for Buffalo, in particular, is relatively low. A 
striking result is the higher rate for the farm population as com- 
pared with the non-farm population. There is a possibility that 
this may be a consequence of migration. Migration to suburbs, 
which is encouraged by good roads and the widespread use of au- 
tomobiles, has evidently brought back to rural areas a population 
of higher economic status, engaged in non-farming pursuits. There 
is evidence indicating that rates of first admissions to mental hos- 
pitals are correlated negatively with such status. 


GENERAL ParEsIs 

There were 1,196 first admissions with general paresis during 
the three years ended September 30, 1951, of which 1,108, or 92.6 
per cent, were from an urban environment, and 88, or 7.4 per cent, 
from rural areas. (Table 9.) The corresponding percentages for 
the general population were 82.8 and 19.8, respectively, indicating 
a relative excess of such admissions from the cities. The corre- 
sponding rates per 100,000 population were 3.1 and 1.0, respec- 
tively. When corrected for variations in sex and age proportions, 
the standardized, or adjusted, rates became 3.9 and 1.4, respec- 
tively, the former being in excess in the ratio of 2.8 to1. For all 
psychoses combined, the urban excess was in the ratio of only 1.9 
tol. The excessive prevalence of general paresis in cities has been 
noted on previous occasions, and is associated with the greater 
prevalence of syphilis. The fact of higher rates of general paresis 
among males, irrespective of the type of environment, is also con- 
firmed. 

There has been a significant decrease in the number of first ad- 
missions with general paresis. They totaled 2,853 in 1939-1941, 
compared with 1,196 in 1949-1951. The average annual urban rate 
of first admissions with general paresis decreased from 7.9 per 


100,000 population to 3.1. The rural rates also decreased from 2.6 
to 1.0. 
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There was no significant difference in rates between the farm 
and non-farm populations, whose rates of first admissions with 
general paresis were the lowest in the state. With growth of popu- 
lation, there was a progressive increase in the rates. Communities 
with populations ranging between 2,500 and 9,999 had a standard- 
ized rate of 2.0 per 100,000 population. The rate increased to 3.9 
for cities with populations of 100,000 to 199,999. The rates for the 
larger cities, with the exception of Rochester, were still higher. The 
highest rate, 4.5, occurred in Syracuse. Buffalo and New York City 
followed with rates of 4.4 and 4.2, respectively. 


ALCOHOLIC PsycHosEs 


There were 3,039 first admissions with alcoholic psychoses from 
urban areas during the three years ended September 30, 1951, and 
276 from rural areas, representing 91.7 and 8.3 per cent, respec- 
tively, of the total first admissions with such psychoses. (Table 10.) 
Since the corresponding percentages for the general population 
were 82.8 and 19.8, respectively, this represents a relative excess 
of such admissions from the cities. The rates of first admissions, 
uncorrected for age and sex, were 8.5 and 3.1 per 100,000 popula- 
tion for the urban and rural areas, or an excess for the former in 
the ratio of 2.7 to 1. Table 10 confirms previous observations to 
the effect that males have higher rates of first admissions with al- 
coholic psychoses than females, and that cities have higher rates 
than rural areas. 

The number of first admissions with alcoholic psychoses in- 
creased from 3,132 in 1939-1941 to 3,315 in 1949-1951, but the rate 
per 100,000 population decreased slightly from 7.7 to 7.4. The de- 
crease occurred in the urban areas, the rate falling from 8.9 to 8.5. 
The rural rate rose, however, from 1.9 to 3.1. This is an indication 
of the fact that habits of rural life are approximating more closely 
in some important respects to those of the cities. 


As in the case of general paresis, there was no significant differ- 
ence in rates of alcoholic psychoses between farm and non-farm 
populations. There was a fairly regular progression in such rates 
in the smaller cities, reaching a standardized rate of 15.4 in cities 
of [00,000 to 199,999. The rate increased to a maximum of 19.3 in 
Syracuse, but fell to rates of 8.0 in Buffalo and 8.4 in Rochester. 
New York City had a rate of only 11.3. This is undoubtedly due in 
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part to the fact that many cases of acute alcoholic psychoses clear 
up in the wards of general hospitals (such as Bellevue Hospital, 
New York City) and are discharged without reaching a state hos- 
pital. This may also explain in part the relatively low rates in 
Buffalo and Rochester. Despite the introduction of such factors, it 
is still evident that the alcoholic psychoses were far more prevalent 
in cities than in rural areas. 


PsYCHOSES WITH CEREBRAL ARTERIOSCLEROSIS 


Of the 10,687 first admissions with psychoses with cerebral ar- 
teriosclerosis during the three years ended September 30, 1951, 
9,409, or 88.0 per cent, were from an urban environment, and 1,278, 
or 12.0 per cent, from a rural environment. (Table 11.) Com- 
pared with the distribution of the general population, this repre- 
sents a relative excess from urban areas. The urban and rural 
rates per 100,000 corresponding population were 26.4 and 14.4, re- 
spectively, or a ratio of 1.8 to1. When corrected for the variables 
of age and sex distributions, these were in the ratio of 2.0 to 1. This 
is slightly in excess of the corresponding ratio based upon total 
first admissions, but significantly less than the ratios for general 
paresis and the alcoholic psychoses. The standardized rates indi- 
eate significantly higher rates for males than females, irrespective 
of the size of the population aggregate. 

The number of first admissions with psychoses with cerebral ar- 
teriosclerosis has shown a marked upward trend. They totaled 
10,687 in 1949-1951, compared with 8,366 in 1939-1941. The rate of 
first admissions with such disorders increased from 20.7 per 
100,000 population to 24.0. The urban rate grew from 22.7 to 26.4. 
The rural rate increased from 11.0 to 14.4. 


There was no significant difference between the rates for the 
farm and non-farm population, but the rates for both were far less 
than the rates for the urban group. The rates for the latter did 
not progress smoothly, but on the whole the rates for the larger 
cities exceeded those for the smaller urban groups. The highest 
rates occurred in Syracuse and Rochester. 

There is some evidence that patients with symptoms of a psycho- 
sis with cerebral arteriosclerosis tend to remain longer in the rural 
than in the urban community before admission to a mental hos- 
pital. (Table 12.) The median duration was 9.6 months in rural 
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Table 12. Duration of Illness Before First Admission with Psychoses with Cerebral 
Arteriosclerosis to Hospitals for Mental Disease in New York State, 1949-1951, 
Classified According to Environment 





Per cent of first admissions 





with prior duration of Median 
Less than 5 or more duration 
Environment 1 year years (in months) 

NINN, os dick VR CEs Hee spce cua seeene 55.0 9.8 7.0 
New York City ............06. 55.5 9.4 6.7 
PONE: 6 Si GicpWaccnsocvsuveces 60.4 8.0 6.4 
Rochester ..........000. eebeues 46.2 12.7 16.8 
BYTROUNG sec ecccyeccccccccces 49.6 15.0 12.0 
100,000 to 199,999 ............. 61.2 8.7 5.2 
50,000 to 99,999 ...........4.. 59.6 9.1 5.5 
25,000 to 49,999 ............. 54.1 8.8 8.8 
10,000 to 24,999 ............ 55.1 8.6 7.6 
SEO tO DOOD: cc cscvvcccess 51.4 11.8 10.8 
BOI ic civicsccsegeces Eben Gee Owes 52.5 11.3 9.6 





communities and 7.0 months in an urban environment. Those with 
prior durations of 5 or more years included 11.3 per cent of the 
rural first admissions with ascertained histories, compared with 
only 9.8 per cent of the urban first admissions. The differences are 
too small, however, to lend support to any hypothesis that the 
measure of such psychoses is too low in rural areas, because many 
patients remain in their homes, where they manage to adjust or are 
tolerated by their relatives. One may note, incidentally, that the 
median duration of the history prior to hospitalization was consid- 
erably higher in Rochester and Syracuse than in rural areas. 


SENILE PsycHosEs 


There were 7,536 first admissions with senile psychoses during 
the three years ended September 30, 1951, of whom 6,522, or 86.5 
per cent, were from urban areas, and 1,014, or 13.5 per cent, from 
rural areas. (Table 13.) This differs only slightly from the cor- 
responding distribution of first admissions with psychoses with 
cerebral arteriosclerosis, and indicates a similar excess of first ad- 
missions from urban areas. When corrected for age, the standard- 
ized rates, with some minor fluctuations, were higher for females 
than for males. 

There has been a significant increase in the number of first ad- 
missions with senile psychoses. They totaled 4,745 in 1939-1941, 
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compared with 7,536 in 1949-1951. The rate per 100,000 population 
increased from 11.7 to 16.9. Urban and rural rates showed similar 
increases. The urban rate grew from 12.7 to 18.3, the rural from 
7.1 to 11.4. 

The standardized rates were 75.7 for the urban population, and 
38.4 for the rural population. The former was in excess in the 
ratio of 2.0 to 1. Within the rural population, the non-farm popu- 
lation had a rate of 39.8, compared with 32.1 for the farm group, 
though the difference is not statistically significant. The rates for 
the smaller urban groups fluctuated irregularly, though at a level 
in excess of that for the rural population. Among the larger cities, 
the rates fluctuated from a low of 35.4 in Syracuse to a maximum 
of 98.3 in Buffalo. New York City had a relatively high rate of 
84.9, but the rate for Rochester was lower than those for several 
of the smaller urban areas. The reasons for these fluctuations are 
not readily apparent. 

It is often asserted that the lower rate of first admissions with 
senile psychoses among the rural population is due to the fact that 
it is relatively easy to care for senile psychotic individuals in a sim- 
ple environment, where they are not likely to disturb neightbors, 
and can adjust fairly well. As stated previously, there are no sta- 
tistical investigations that provide a sound basis for this belief. 
One may assume, however, that if the ways of the rural community 
permit senile psychotics to remain at home permanently then they 
should also permit such patients to remain at home for longer pe- 
riods prior to hospitalization. It is true that a slightly larger per- 
centage of rural first admissions had a prior history of 5 or more 
years (rural, 18.9 per cent; urban, 15.7). (Table 14.) But this is 
not a significant difference. The percentages with short durations 
(less than a year) were almost equal. The same is true of the 
median duration prior to hospitalization. In fact, the median dura- 
tions were longer in the larger urban communities. It may there- 
fore be concluded that the excess of rates of first admissions with 
senile psychoses in urban areas implies a greater prevalence of 
such disorders there. 


INVOLUTIONAL PsycCHOSES 


There were 5,021 first admissions with involutional psychoses 
during the three years ended September 30, 1951. Of this total, 
4,496, or 89.5 per cent, were from urban communities, and 525, or 
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Table 14. Duration of Illness Before First Admission with Senile Psychoses to 
Hospitals for Mental Disease in New York State, 1949-1951, Classified 
According to Environment 





Per cent of first admissions 





with prior duration of Median 
Less than 5 or more duration 
Environment 1 year years (in months) 

DON ss cinivnik se Vidgicd Wassinanstbaes 38.8 15.7 1.7 
PO RORY ec cinsiievns seen 40.7 14.3 18 
BMBIERIO 5.5 54010 0:00 040000005910 33.7 19.4 1.9 
Rochester 1.0 .cccceccccccsccces 35.3 18.9 2.0 
BYTACUNS 64 Sos ccc cce sessed 27.6 18.4 2.4 
100,000 to 199,999 ............. 44.3 12.6 1.4 
50,000 to 99,999 ........ecee0 40.6 13.2 1.6 
25,000 to 49,999 ........ce0e. 43.8 12.0 1.4 
10,000 to 24,999 ............. 34.3 18.0 1.8 
2,500 to 9,909 .....cccccece 30.2 22.2 2.2 
BOOTEL ocdesccinsincsctacsensusescccs: 37.3 18.9 1.8 





10.5 per cent, from rural areas. (Table 15.) In comparison with 
the general population, this indicates a relative excess for the ur- 
ban areas. The average annual rates, corrected for sex and age, 
were 25.6 per 100,000 urban population, and 13.9 per 100,000 rural 
population, the former being in excess in the ratio of 1.8 to 1. 

The rate of first admissions with involutional psychoses in- 
creased during the decade from 1940 to 1950. There were 2,971 
such first admissions during the three years ended June 30, 1941, 
giving an average annual rate of 7.3 per 100,000 population, com- 
pared with an average rate of 15.0 during 1949-1951. The urban 
rate increased from 8.3 to 12.6; the rural rate increased from 2.9 
to 5.9. 

The average annual rate for the non-farm population during 
1949-1951, corrected for sex and age variables, was 13.1 per 
100,000 population. The farm population had a higher rate, 17.1. 
The rate for the latter exceeded the rates for several urban aggre- 
gates, including Buffalo. In general, however, the average rural 
rate was low. The urban rates fluctuated irregularly. They were 
higher for the smaller urban aggregates than for those with popu- 
lations of 100,000 or more. With the exception of Buffalo, the rates 
were highest for the largest cities, Syracuse having a rate of 27.5 
and New York City a rate of 26.6. 
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Throughout the range from smallest to largest population 
groups, females had higher rates of first admissions with involu- 
tional psychoses than males. 


Manic-DeEpreEssiIvE PsycHoses 


There were 2,465 first admissions with manic-depressive psycho- 
ses during the three years ended September 30, 1951. The number 
of such admissions has decreased significantly for several decades. 
(Table 16.) There were 3,520 such admissions during the three 
years ended June 30, 1941. The average annual rate per 100,000 
population decreased from 8.7 during the latter period to 5.5 in 
1949-1951. The trend was similar for the urban population, the 
rate decreasing from 9.7 to 5.8. The rural rates increased, how- 
ever, from 3.8 to 4.3. This was probably related to the shifting 
proportions of the farm and non-farm elements. 

Rates of first admissions with manic-depressive psychoses varied 
within a comparatively narrow range. Excluding Buffalo, which 
appears out of line for some unknown reason, the rates varied dur- 
ing 1949-1951 from a minimum of 5.5 among urban groups with a 
population of 50,000 to 100,000 to a maximum of 11.8 in Syracuse. 
The average urban rate, 7.4, was in excess of the rural rate, 6.1, in 
the ratio of only 1.2 to 1, compared with a ratio of 1.9 to 1, for all 
first admissions. 


The farm population had a rate of 7.6, compared with 5.7 for the 
non-farm population. The difference is not significant, though the 
direction of the difference agrees with that found in other groups 
of mental disorders. There is no trend in the distribution of the 
rates in the urban groups, and in fact the smaller urban groups 
have higher rates than New York City and Rochester. The con- 
centration of psychiatrists in the larger cities may lower the rates 
of first admissions from these areas, since it has become a growing 
practice to treat depressions with shock therapies in private of- 
fices. However, this does not explain the anomalous condition in 
Buffalo. This may have some relation to diagnostic practices, 
since it will be shown subsequently that Buffalo has a high rate of 
dementia precox. 

With the exception of Buffalo, females, as usual, had higher 
rates of first admissions with manic-depressive psychoses than 
males. 
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DEMENTIA PR#cOx 


There were 16,817 first admissions with dementia precox during 
the three years ended September 30, 1951, of which 15,332, or 91.2 
per cent, were urban, and 1,485, or 8.8 per cent, rural. (Table 17.) 
As the corresponding percentages for the general population were 
80.2 and 19.8, it is clear that there was a large over-representation 
of urban first admissions. In fact, the relative excess of urban ad- 
missions was greater only for general paresis and the alcoholic 
psychoses. 

During the three years ended June 30, 1941, there were 11,304 
first admissions with dementia precox to all hospitals for mental 
disease in New York State, or an average annual rate of 28.0 per 
100,000 population, compared with 37.8 in 1949-1951. The average 
annual urban rates increased from 31.8 to 42.1. The rural rates 
increased from 9.3 to 16.8. 

Prior to the Second World War, rates of first admissions with 
dementia precox were uniformly higher for males than for females. 
Between 1944 and 1949 there was a reversal in this trend. Refer- 
ence to Table 17 will show that in half of the population groups, 
females had higher standardized rates than males. This may be a 
statistical artifact arising from the fact that veterans are admitted 
to VA hospitals in other states, and thus are not included in sta- 
tistics for New York State. There may also be some compensating 
factors in this respect. Data necessary to elucidate this problem 
are not available at present. It may, therefore, be necessary to 
suspend judgment with respect to the sex distribution of dementia 
precox. 

The average annual corrected rates of first admissions with de- 
mentia precox were 53.4 for the urban population and 23.4 for the 
rural population (Table 17), the former being in excess in the ratio 
of 2.3 to 1. Syracuse had a rate of 47.3. The corrected rate de- 
clined to 43.2 in Rochester, but rose to 50.0 in Buffalo and to a max- 
imum of 53.4 in New York City. These rates were in excess of 
those for the smaller urban groups, so that there was a general 
progressive increase in rates from the rural areas through the 
urban groupings. 

It will be noted that the farm population had a rate of 32.1, sig- 
nificantly in excess of the rate of 21.6 for the non-farm population. 
This may well be a form of reverse migratory selection. It is 
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known, for example, that there is a greater relative prevalence of 
mental deficiency in rural areas, which is usually attributed to the 
selective migration to the cities of the more intelligent. Several 
investigations have shown that those with lower levels of intelli- 
gence also have higher rates of mental disease. Now, the trend 
from the cities to the suburbs, and even to more rural areas in re- 
cent years, has brought back a large rural population, rating high 
in the economic scale, who have low rates of first admissions to 
mental hospitals. This has increased the proportion of the non- 
farming element in rural areas, and thus has probably lowered the 
rate of first admissions in this element of the population. 

The generally low rate of first admissions with dementia precox 
from rural areas is frequently alleged to result from the ease with 
which such persons may fit into the life of the country. The impli- 
cation is that there is a higher proportion of unhospitalized cases 
in the country than in the cities. As there are no statistics by 
which this may be tested, it remains nothing more than a hypothe- 
sis. It may be assumed, however, that if the rural milieu keeps down 
the final admission rate, it should also result in prolonged periods 
of illness before hospitalization is resorted to in other cases. But 
it is then found that, whereas 13.6 per cent of the rural first admis- 
sions with dementia precox had symptomatic histories prior to hos- 
pitalization of 5 or more years, the urban admissions had a corre- 
sponding percentage of 12.3. (Table 18.) Those who were admit- 
ted within a year after the appearance of symptoms included 58.4 
per cent of the urban and 58.6 per cent of the rural first admissions. 
The median durations were 6.0 months and 6.1 months for the ur- 
ban and rural first admissions, respectively. The longest median 
duration (18.9 months) occurred in Syracuse, where, presumably, 
the contrary should have been the case. If then, there is a correla- 
tion between the tendency to delay admission to a mental hospital 
and a tendency not to seek hospitalization at all, it must be 
concluded that there is no sound reason for believing that the low 
rural rates of first admissions with dementia precox are merely a 
statistical artifact. 


SuMMARY 
This is a study of the relative distribution of mental disorders 
throughout New York State, as measured by rates of first admis- 
sions to all hospitals for mental disease. The data consisted of 
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Table 18. Duration of Illness Before First Admission with Dementia Precox, to 
Hospitals for Mental Disease in New York State, 1949-1951, Classified 
According to Environment 





Per cent of first admissions 





with prior duration of Median 
Less than 5 or more duration 
Environment 1 year years (in months) 

SIDED acta cocdenst Vaccrcncedandeces 58.4 12.3 6.0 
Now York City ...cccccccccces 58.0 12.4 6.1 
BUGAO occ cccccccccccccccccces 54.7 11.3 7.7 
Boehester ove sccccccccccccccccs 58.9 13.7 5.8 
PONE ccsic beens ons ssccosecs 41.3 21.2 18.9 
100,000 to 199,999 .........06. 68.8 9.6 3.6 
50,000 to 99,999 ............ 63.2 8.9 4.0 
25,000 to 49,999 .........06. 61.0 11.6 5.3 
10,000 to 24,999 ............ 59.3 11.7 6.0 
2,500 to 9,000 ..cccccccce. 63.3 12.9 4.6 
BATE dn kee cndcsvecccccsesecectces 58.6 13.6 6.1 





first admissions during a period of three years, ended September 
30, 1951. The major contrast was between urban and rural popu- 
lations. Communities with populations of 2,500 or more were con- 
sidered urban. Those with less than 2,500 were considered rural. 

The average annual rate of first admissions, corrected for sex 
and age, was 184.0 per 100,000 population for urban areas, and 97.7 
for rural areas. The former was in excess in the ratio of 1.9 to 1. 
On the whole, the larger cities had higher rates of first admissions 
than the smaller urban groups. The latter, in turn, had higher 
rates than the rural population. There is a suggestion, therefore, 
of a progressive increase in rates of first admissions to hospitals 
for mental disease, corresponding to increases in population. 

It is frequently asserted that the difference in rates between ur- 
ban and rural populations does not indicate a true difference in the 
prevalence of mental disease. It is argued that mental disease is 
such a disturbing factor in cities that it usually results in hospitali- 
zation, whereas under the simpler and more tolerant conditions of 
the country, many mental patients are able to live at home. If this 
is so, it would furnish at least a partial explanation of the differ- 
ence in rates of hospitalization. However, there are no objective, 
statistical data by which this hypothesis may be tested, and it can- 
not, therefore, be accepted as a statement of fact. An indirect 
check of this hypothesis was attempted. 
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On the supposition that mental patients are not too disturbing in 
a rural environment and that many therefore remain at home per- 
manently, it also follows that those who are ultimately hospitalized, 
should be tolerated for longer periods in a rural environment. 
Therefore, the duration of an illness prior to hospitalization should 
be longer for patients admitted from rural areas. A comparison 
in this respect between urban and rural first admissions with all 
mental disorders showed no significant difference in the average 
periods prior to hospitalization. This test was also applied to first 
admissions with psychoses with cerebral arteriosclerosis, senile 
psychoses, and dementia precox. In no case, could it be shown that 
there was a significant difference in the duration of the disease 
prior to hospitalization, as between urban and rural first admis- 
sions. It was, therefore, concluded that the weight of the evidence 
is in favor of the inference that higher rates of first admissions 
from urban areas imply a higher prevalence of mental disease. 


The greatest urban excess in the average rates of first admis- 
sions occurred in general paresis, where the urban rate exceeded 
the rural rate in the ratio of 2.8 to 1. There was a clear progres- 
sion with size of population, the rate of first admissions with gen- 
eral paresis increasing to maxima in the larger cities. There can 
be little doubt that this is a consequence of the greater prevalence 
of syphilis in cities. 

After general paresis, the relative excess of the urban rate was 
greatest for the alcoholic psychoses. The urban rate was in ex- 
cess in the ratio of 2.5 to 1. The highest rate occurred in Syra- 
cuse, but in general the smaller cities had higher rates than 
New York City, Buffalo, or Rochester. This may be due to the 
fact that many such psychoses are treated in the psychiatric divi- 
sions of general hospitals in the larger cities, and do not terminate 
in admissions to state hospitals. In any case, it is evident that al- 
coholism is much more prevalent in cities than in rural areas. 

The rate of first admissions with dementia precox from urban 
areas exceeded the rural rate in the ratio of 2.3 to 1. There was 
a fairly steady progression in rates as one passed from the rural 
to the smaller urban groups and then to the larger cities. As ex- 
plained previously, there is no evidence that the excess of the ur- 
ban rates can be accounted for merely on the basis of a greater 
proclivity toward the use of hospitals. 
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On general principles, one might have expected that rates of first 
admissions with psychoses of old age would be relatively high 
among the rural population, and the urban excess correspondingly 
low. Yet the urban rates were in excess in the ratio of 2.0 to 1. 
The rates increased in a fairly close progression as one passed 
from smaller to larger aggregates of population. 

The closest approximation of urban and rural rates of first ad- 
missions occurred in the manic-depressive psychoses. The average 
urban rate exceeded the rural rate in the ratio of only 1.2 to 1. The 
range of the rates among the several population groups was small. 
This fits in with earlier observations to the effect that the manic- 
depressive psychoses are related more closely to the spread of eco- 
nomic well-being than to concentrations of population.* 

One comes, finally, to the important contrast between the farm 
and non-farm populations in rural areas. The former had a stand- 
ardized rate of first admissions (all psychoses) of 110.1, compared 
with a rate of 95.0 for the latter, the former being significantly in 
excess—in the ratio of 1.2 to 1. The rates for the non-farm popu- 
lation were especially low with respect to involutional psychoses, 
manic-depressive psychoses, and dementia precox. The non-farm 
population has grown significantly in recent years, a fact which is 
associated with a population movement from cities back to sub- 
urban and rural areas. This is especially marked in counties ad- 
joining New York City, such as Nassau and Westchester counties. 
It has been shown that migration over long distances is associated 
with increased rates of first admissions to hospitals for mental dis- 
ease.© This trend is reversed, however, when migration occurs 
over short distances, as represented by the non-farm population. 
This is, in large part, a selection of higher economic groups. As 
such groups tend to have rates of first admissions below the aver- 
age, they are probably responsible for the contrast in rates between 
the farm and non-farm populations.’ 

It is clear that demographic factors, such as the distribution 
with respect to age and sex, do not explain the geographic varia- 
tions in the prevalence of mental diseases. Differences in the dis- 
tribution of the foreign-born are not an effective cause. Migra- 
tions from country to city and back again do appear to have im- 
portance in this respect. The greater prevalence of syphilis and 


*See Ref. 5 for example. 
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alcoholism in cities is also a partial explanation. Of greater sig- 
nificance, however, must be the maze of environmental factors, so 
difficult to disentangle from one another, which operate with ever- 
increasing intensity as populations increase not only in number, 
but in the variety of responses demanded of individuals. Similar 
constitutions, subjected to varying stresses and strains, respond 
differently. 


Division of Statistics 
New York State Department of Mental Hygiene 
217 Lark Street 


Albany 10, N. Y. 
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ON PSEUDO-DEPENDENCE 


BY EDMUND BERGLER, M. D. 


The analytic literature has repeatedly stressed the “protected 
protector” defense in fear-ridden neurotics; these people cannot 
move unless accompanied by a specific member of their family. 
Selection of this specific “protector” has been clarified by Helene 
Deutsch as pertaining to the person against whom unconscious 
death-wishes are directed; the presence of this person inwardly 
reassures the neurotic by testifying that the evil wishes must be 
ineffective since the alleged victim is still alive. In inner reality, 
therefore, the “protector” is the “protected.” 

Deeper analysis of these stereotyped cases has convinced the 
writer that the aggressive repressed thoughts are not the first but 
the second line of defense: they represent “admission of the lesser 
intrapsychic crime.” When there is an accusation, leveled by the 
cruel inner conscience (super-ego), of masochistic attachment to 
the person in question (the person who later becomes the “protec- 
tor”), the defense of pseudo-aggression is instituted. Subsequently 
this defense, too, is warded off, and guilt accepted—for the substi- 
tute crime. Another counteraction is then instituted. 

It is obvious that therapeutic failures must result from confus- 
ing real aggression with pseudo-aggression, and the dynamically 
decisive end-result of the infantile conflict with the pseudo-aggres- 
sive defense against it. This has been pointed out at length in the 
writer’s books, The Basic Neurosis and The Superego. 

There are, however, cases in which the pseudo-aggressive de- 
tour plays only a minor part, and the accent is shifted to a “hyper- 
dependence.” Neurotics in these cases crave love, attention, kind- 
ness. “That old crybaby wants me to hold his hand all the time,” 
complained an indignant wife of such a patient. 

The defense of “hyperdependence” turns out to be a pseudo- 
dependence. What the neurotics really dread here is the loss of the 
provider of injustices. As secondary defense, the need for hyper- 
love becomes visible. 

At the same time, these neurotics, who are “hyperdependent” on 
their wives, unconsciously produce constant provocations designed 
to make their wives cast them off. This oscillation between the 
game-quality of masochism and the annihilation-quality, still maso- 
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chistically tinged, engenders inner fears: One step further, and the 
game-quality is lost. Thus, the fear of losing the “provider of in- 
justices” corresponds to the fearful hope of holding on to the game- 
quality. The mortal danger these people are in is revealed by their 
tendency to play for increasingly higher stakes; it is also visible in 
their fear-symptoms, in which they unconsciously enact a “rehear- 
sal of death.” 

The connection between these two types of masochistic elabora- 
tion in these symptoms—the game-quality and the annihilation 
tendency—seems to be this: The former is a defense against the 
latter. No wonder these neurotics rescue themselves into any hu- 
miliation in a duality-relation, in order to escape the “rehearsal of 
death.” Still, so magically attractive is the deeper allure that un- 
consciously they constantly endanger the duality situation by prov- 
ocations. 

The combination of both factors—hypermasochism and hyper- 
pseudo-love—makes for an unimpeachable argument: “What’s 
wrong with wanting to be loved?” 

It is superfluous to mention that all this pertains to a repressed 
infantile conflict, secondarily elaborated on. It has nothing to do 
with the person on whom, by chance, the conflict is projected. This, 
however, is unknown to all the dramatis personae. 

The following table records schematically the different elabora- 
tions of defenses against psychic masochism in the “protected-pro- 
tector” type and the “pseudo-dependence” type. 

Thus in both types the basis—oral-masochistic regression—is 
identical, but the elaborations are different. Also different are the 
secondary shifts of fear; it is a reaction to the masochistic regres- 
sion, but in Type I it is shifted to pseudo-aggression, and in Type 
II to the dreaded loss of the provider of injustices. 


To adduce clinical material: 

Mr. A., a lawyer in his middle 50’s, has the floor: “I’ve always 
been an active, energetic fellow. Then, eight years ago, I had a 
gall bladder operation, and mentally I never recovered from this 
shock. My initiative sagged; I couldn’t concentrate on my legal 
practice any more; I focused nearly exclusively on my expectation 
of impending doom. Many fear symptoms made their appearance. 
I felt numbness in my legs, tendency toward fainting, over-sweat- 
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‘*Protected-protector’’ type 


‘¢ Pseudo-dependence’’ type 





Layer I Masochistic solution of the infantile conflict, | [gentical. 
utilizing the whole gamut of infantile fears 
—‘‘septet of baby fears.’’ 
Layer IT First veto of the super-ego, objecting to en- | Identical. 
joyment of psychic masochism. 
Layer IIT First defense of the unconscious ego, admit- | Identical, though to a lesser 
ting to the opposite crime—pseudo-aggres- | degree. 
sion. 
Layer IV Second veto of the super-ego, objecting to | Identical. 
the pseudo-aggressive defense, too. 
Layer V Second defense of the unconscious ego, | Second defense of the uncon- 


partly accepting penance for pseudo-aggres- 
sion, partly denying it through requiring 
constant presence of the allegedly hated per- 
son as reassurance that he (she) remains un- 


scious ego, completely deny- 
ing the slight admixture of 
pseudo-aggression, and 
stressing exclusively the wish 
to be loved, cared for, at- 





harmed by one’s own ‘‘ evil thoughts.’’ 








tended to. 





ing, heart troubles—in short, my life was miserable. The worst 
symptom was my childlike dependence on my wife. In some pe- 
culiar way, her presence was reassuring and her absence frighten- 
ing. This went so far that I came up with the idea that she ought 
to get me a position in her organization—she is chief accountant in 
a mammoth firm. Finally, this plan went through. I now have a 
position—if you can call it that—in her firm; really it’s a sinecure. 
I took even this humiliation, I am taking even the half-contemptu- 
ous disregard of many of the vice-presidents (my former friends), 
only so that I could be near my wife during working hours. I 
should call them idling hours. I sometimes marvel at myself—how 
low can a man sink? Still, my fears are in the driver’s seat; I sim- 
ply can’t help myself.” 

The patient entered treatment because of a deterioration of his 
symptoms, observable during the previous year. Two factors, one 
external and one internal, contributed. One horn of the dilemma 
consisted of the man’s increasingly exclusive concentration on his 
masochistic position. The other horn was a gradual slave rebellion 
on the part of his wife. While previously she had been completely 
under the domination of her husband, she began to show independ- 
ence. The age difference—she was 10 years his junior—which had 
not been noticeable before (prior to his operation, the husband had 
always acted the very young man), became very pronounced with 
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the self-imposed semi-invalidism of the husband. In the past, he 
had set the intellectual tone for the family; he had transformed 
“the little secretary” into a successful professional woman. Grad- 
ually coming into her own, obsessed with the importance of her 
achievement, she could not adapt herself emotionally to her hus- 
band’s new role as an old man. Grudgingly, she got him the posi- 
tion in “her” firm; after some time, she started to push him back 
into his own profession. 

An opening in the legal department of another organization be- 
came available, and she strongly urged that he accept it, pointing 
out its social and financial advantages. The husband demurred, 
declaring himself “too old and weak” for the new venture. 
Strangely enough, these conflicts were fought on a spurious front; 
they took the form of violent quarrels about politics during a re- 
cent presidential campaign. The husband was deeply hurt: “Intel- 
lectualism” and the “forming of opinions” had previously been his 
marital prerogatives. During these disagreements, his wife in- 
formed him that she had applied for, and received, a grant cover- 
ing a three-month, semi-professional visit to Turkey. All this pro- 
duced the situation of, “I cannot stand it any longer.” 


‘The patient assumed that impending separation from his wife 
(he refused to accompany her because of his fear-symptoms) ac- 
counted for the aggravation of his morbid status. His wife, afraid 
to be held responsible for leaving him alone, cunningly put the 
blame on his refusal to accept the more advantageous position 
available in the other firm: “You just want to prove how ill you 
are.” 


As was to be expected, both were wrong. The aggravation of the 
patient’s condition had only a superficial connection with demon- 
strating, “I’m too sick to start in the new firm,” and “I’m too sick 
to be left alone while you are joy-riding abroad.” These two alibis 
only brought a latent situation, dating from years back, to the sur- 
face. 

As stated before, the patient’s “collapse” had been precipitated 
by an operation. This “collapse” was but the high point of a life- 
long masochistic regression, visible in previous years in the fan- 
tastic professional chances the man took (he once narrowly escaped 
disbarment), in promiscuity under his wife’s eyes, and—last but 
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not least—in his choice of a cold, detached, frigid, and ambition- 
ridden wife. 

At first, the patient described his marriage as a “model mar- 
riage.” There had been no sex in this marriage for eight years; 
the patient dismissed this problem, explaining that the situation 
came about because he feared a heart attack during intercourse. 
Later on he admitted that he had had a continuous love affair, for 
17 years, with another woman, “a really kind and warm person.” 
Asked why he required a supplement in a model marriage, and 
whether the “warm-hearted” girlfriend was the opposite of his 
wife—obviously indirectly characterized as cold—the man 
shrugged his shoulders and said, “Humans are not easy to figure 
out.” 

The necessity for the “second woman” could be “figured out.” He 
needed her for two reasons. First, he had to prove to himself in- 
wardly that he was not a glutton for rejection, administered 
through his wife’s sexual coldness and lack of response. Second, 
by continuing the relation with the other woman, he paved the way 
for the very slave-rebellion in his wife that he consciously deplored. 
He was playing for higher neurotic stakes, and, hence, had to an- 
tagonize precisely the person who gave him “relative mental se- 
curity.” 

The patient used a rather naive argument: “How could I antag- 
onize my wife by sexual retirement when she clearly never wanted 
sex in the first place?” The narcissistic offense was fully disre- 
garded in this objection. 


It was tragicomic that the man should so constantly assert that 
he did not consciously “produce” his symptoms (his wife unjusti- 
fiably accused him of that crime), and that “despite everything” he 
was deeply attached to her. This was true; he simply did not un- 
derstand the nature of his attachment. It developed into a clear- 
cut masochistic relationship; in previous years, the guilt pertaining 
to this attachment had been warded off with the inner proof: “I 


_want warmth; therefore the affair with the girlfriend.” 


This case proved, again, the tragic fact that neurosis is a pro- 
gressive, and not self-limiting, disease. Being now—in premature 
old age—stabilized more extensively and more exclusively on his 
masochistic diet, the patient swallowed his pride, hung onto his hu- 
miliating job, and feared only that the chronic provider of his “in- 
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justices” would refuse to act the wnconsciously assigned part, or 
even be absent altogether. On the other hand, he unconsciously 
provoked his wife’s “rebellion.” His fear was thus directed at his 
heightened psychic masochism. 


Reconstruction of the infantile history revealed the “cold, de- 
tached mother” who was the starting point of his masochistic atti- 
tude. Asked why, later in life, he had not corrected this misfortune 
by, for example, marrying a warm-hearted woman, he shrugged his 
shoulders in a helpless gesture and added, “I’ve made many mis- 
takes in life.” 


“Quite true, but this ‘mistake’ was self-chosen, self-provoked, 
self-perpetuated,” was the writer’s reply. 


Mr. B., the second example, was in many respects a duplicate of 
Mr. A. There was one exception. Mr. B.’s wish to be “constantly 
loved and reassured” by his wife—the antidote against his numer- 
ous fears—was compensated for by great financial success, 
achieved exactly during the years of heightened fears. Mr. B. was 
a man of 36. Before his acute illness, he had been a not-too-badly 
paid employee in various firms. He had shown no great business 
acumen. Then he was unemployed for two years; during this time 
he concentrated exclusively on his neurotic fears. Hypochondriacal 
complaints started the series; they progressed and were finally sta- 
bilized on fear of leaving his apartment. The constant presence of 
his wife in the same room with him became the only possible reas- 
surance. 


Many physicians, many “cures” were tried, to no avail. During 
this time, Mr. B. became dependent on outside financial help, and 
the financial patience of his family began to run out. Faced with 
the necessity of earning a living, he decided to hazard his small 
secret hoard of money, and his whole future, on a rather fantastic 
idea. He publicized a new product in the food industry, and after 
some time found himself a spectacular success. He turned an an- 
nex of his apartment into his business headquarters, and, there- 
fore, never had to leave home. At first he directed his business af- 
fairs from his bedroom; later on, a large sum was spent to buy the 
apartment next door, break through the walls, and remodel the lay- 
out. 
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In his fears he enacted a “rehearsal of death,” just as Mr. A. did. 
“Death” was unconsciously understood not as the realistic act of 
extinction, but as a situation of loneliness, masochistically elab- 
orated on, plus “dramatic pain.” After analysis had brought him 
some understanding of the interconnections, he ironically re- 
marked: “I seem to act the baby left without a baby sitter.” 

“Not quite; a boy of two or three rather, who seeks out the situa- 
tion of being left alone only to prove to himself how unjustly he is 
treated,” the writer retorted. 

“But why do I want the constant presence of my wife?” he asked. 

The writer told him: “Because you have to provide the inner 
alibi of haboring the opposite wish of being refused her presence. 
All these alibis are directed at your inner conscience.” 

“So my conscience begrudges me even my misery?” 

“Your conscience seems to be wise to your masochistic tricks.” 

Paradoxically—and this proves that neurosis is not a photo- 
graphic copy of reality, but a selective, unconscious elaboration of 
reality—the patient’s mother was a kind, loving, devoted woman. 
Nevertheless, he managed to change her into a refusing person, 
simply by the insatiable demands which accompanied his 100 per 
cent concentration upon himself. At first, he asserted that his 
mother was often “impatient” with him; he recalled instances of 
impatient shrugs of the shoulders and exasperated facial expres- 
sions. Only gradually did he admit that these were not typical, and 
that such scenes came about only after “she could not stand it to be 
constantly with an unruly boy.” 

In his marriage, he seemed not to be repeating the infantile sit- 
uation—at first. Defensively, in an unconscious move to avoid this 
inner danger spot, he had married a “harmless nobody.” In his 
marriage, he acted the grand seigneur, and there was little conflict 
in the relationship. Mild conflicts started during his “gambling 
period”—he passed through a half-year in which he cared about 
hardly anything besides poker. He lost steadily, “became scared,” 
and stopped simply because of lack of funds. A few months later, 
his “real symptoms” started “in earnest.” 

Without going into the complex problem of gambling (see the 
writer’s book, Money and Emotional Conflicts. Doubleday. 1951.), 
it suffices to state that unconsciously the gambler wishes to lose. 
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This applied to Mr. B., and strangely enough, he accepted this real- 
istically improbable fact very early in analysis. However, he pro- 
duced an interesting objection: His success in life (his business 
venture) was based on a “colossal gamble.” The writer gave him 
a parallel. If aman decides, one afternoon, that he will drown him- 
self after night falls, and goes into a gambling casino to fill the in- 
tervening hours; if he then puts his last five dollar bill on the red 
in roulette, goes into some kind of daze thinking about his suicide, 
and comes out of it to find that forty times in succession the red 
has come up so that his original stake has grown to $10,000, then 
this “success” does not prove that the original intention was suc- 
cess. External accidental factors cannot be fully excluded. 

Mr. B. accepted this deduction because he had a vivid memory 
of having told himself repeatedly, before starting his food busi- 
ness: “You fool, you are just about to lose your shirt.” 

At the high point of his illness, Mr. B. became “completely de- 
pendent” on his wife. She was a virtual prisoner of his pseudo- 
love; still, she did not rebel. His demands became so fantastic that 
even he realized that this could not go on. He caught himself think- 
ing ironically, “I wonder when this dope will finally stage her pal- 
ace revolution.” At this moment, he explained later, “I got scared 
—what could I do without her? I decided to go into analysis.” 

The very thin veil of pseudo-aggression (repeating the relation 
to his mother) was merely defensive, and served mostly as a pro- 
vocative technique. In his illness, he played for higher stakes, too. 

In this case as well as the first case described, the fear was the 
inner reaction to the masochistic regression. As defense, the wish 
for hyper-love, attention, and so on was mobilized. What Mr. B. 
really feared was the loss of his potential “provider of injustices” 
—a complete parallel to the case of Mr. A. Since Mrs. B.’s com- 
pliant nature postponed the expected rebellion, he attempted to 
hasten it by making impossible demands. 

Also defensive was his choice of his gamble—it was not by 
chance that the orally-regressed man hit on the food business. 


The defense of pseudo-dependence, described here and observed 
in a series of cases, has nothing to do with real parasitism (“de- 
pendee-ism,” described in Money and Emotional Conflicts), nor 
with a real wish for love. It is a reaction encountered exclusively 
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in @ specific variety of orally regressed psychic masochists, where 
descriptively neurotic fears are in the foreground. The fear in 
this reaction pertains to the heightened psychic masochism, and 
only defensively to the loss of the “provider of injustices.” 

Prognostically, a word of caution is in order in connection with 
the age factor. The prognosis is favorable until early middle age. 
In the late 50’s and 60’s, the chances are dubious. These neurotics 
retire on an “old-age pension” of psychic masochism; since all 
other pleasures are more or less beyond reach (or so they unjusti- 
fiably feel), masochism remains as their last and most faithful 
standby. 


251 Central Park West 
New York 24, N. Y. 
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THE USE OF RECORDED MINUTES OF GROUP MEETINGS IN GROUP 
PSYCHOTHERAPY: A PRELIMINARY REPORT 
ON A NEW TECHNIQUE" 


BY EDWARD L. PINNEY, JR., M. D. 


As a general rule, group psychotherapists have found it valuable 
to have an observer make minutes of each session. This material 
is usually reviewed by the therapist in evaluating the factors in- 
volved in the group. 

Actual recorded material, however, has not, as far as the writer 
knows, been used in subsequent sessions as an aid in therapy. In 
this paper, a situation is described in which the observer who re- 
corded the minutes was a participant in the group, and the mate- 
rial recorded was presented to the group at subsequent sessions. 

In the fall of 1952 a therapy group of schizophrenic patients was 
organized on the female reception service of Brooklyn (N. Y.) 
State Hospital. 

The group was conducted along non-directive rather than in- 
spirational lines. The function of the therapist was planned to be 
more that of a reality advocate than of an interpreter or source 
of reassurance. Most of the patients in this group were receiv- 
ing electric shock treatments; and one aim of the therapist was to 
investigate their attitudes and feelings about this treatment. 

At the beginning, the therapist made notes of the general trends 
of group discussions. A patient who had worked as a stenographer 
before her hospitalization noticed this and volunteered to keep 
minutes. Her offer was accepted and she became secretary to the 
group. The minutes were read at subsequent meetings, at first by 
the therapist, but later by the secretary, herself. The recorded 
material was felt to be useful therapeutically. 

In a review of the literature on group psychotherapy through 
July 1952 no report of therapeutic utilization of similar material 
had appeared. In the “inspirational” type of group therapy, sound 
and motion pictures of material alien to the group have been 
used.*? Judging from Gifford and Mackenzie’s review of the lit- 
erature,’ Schilder’s work with questionnaires and patients’ auto- 


*Presented at the Upstate Interhospital Conference of the New York State Depart- 
ment of Mental Hygiene, Syracuse, N. Y., April 9, 1953. 
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biographical reports comes closer to utilizing material from the 
patients themselves. 

The writer’s group met twice each week. The secretary was in 
the group, with her pad and pencil, and recorded the proceedings. 
She also participated in the discussion. The records available for 
evaluation represent 20 group meetings over a three-month period. 
Each session generally lasted an hour. The group attendance va- 
ried from four to 11, usually being seven or eight. 


RESULTS 


1. Reactions of the Group to Hearing the Minutes Read 


The first eight records were read by the therapist himself, but 
no significant comments by the group were recorded. When, how- 
ever, the secretary, who was a patient, read them, the group com- 
mented freely. At the second meeting in which the minutes of the 
previous session were read by the patient the comments appeared 
in the minutes as follows: 

“. . . The minutes of the last meeting were read by Mrs. C. 
Miss H. thought the minutes too lengthy and did not think it nec- 
essary to record everything discussed at the meeting. The mem- 
bers were then asked their opinion whether names and everything 
discussed should be recorded. S. F. replied that since all members 
were patients, everything should be written down. Miss S. replied 
that ‘Realization is nine-tenths of the law,’ meaning that if you 
realize your problem, three-quarters of your struggle is over. In 
other words if what was said is repeated to the patient, the impact 
of the statements will perhaps make them realize that they are not 
as well as they believe themselves to be. The majority agreed to a 
full writing of the minutes. J. M. said that these minutes have 
helped her immensely in straightening out some of her affairs. It 
was determined that minutes of the previous meeting are beneficial 
and their purpose is to help other patients. By reading of these 
minutes a discussion can also be continued from the past meet- 
Maw 

At times, individual reactions were very striking. One patient, 
on hearing her behavior described in the minutes, shouted that they 
were lies, then got up and left the group. She returned later. An- 
other patient commented frequently, “I remember that,” and, “Did 
I say that?” Occasionally there were objections that the minutes 
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were not accurate—at times when it was known to the therapist 
that they were. 

Generally, the patients seemed fascinated at hearing the minutes 
read and were very interested in them. These emotional responses 
were very striking in otherwise unresponsive schizophrenics. 

2. The Mental Status of the Recorder 

The first records contained obvious distortion of fact. For ex- 
ample, this paragraph appeared in the minutes. 

“The subject of prime importance was the understanding and in- 
terpretation of ‘nervous breakdown’ and an opinion was asked of 
each patient. by Dr. P. Among the explanations given were that 
of guilty complex, nervous complex, fear, and weakening of the 
nerves to the extent that one is not able to conduct his work in a 
normal and natural way, also emotional strain. Nervous break- 
down is under the category of mental illness. Dr. P. next ex- 
plained the medical term ‘mental illness’ meaning the same as the 
legal term ‘insanity,’ which means when a person cannot distin- 
guish between right and wrong.” 

As already stated, these were obviously distortions. 

This may be compared with the last two paragraphs of the last 
record which are: 

“M. S. asked the doctor why some people taking sleeping medi- 
cine cannot sleep. Dr. P. said that each condition varies. Speak- 
ing of patients being given a few days leave from the hospital after 
treatments, Dr. P. told the group it was an excellent idea to observe 
how the patient gets along outside of the hospital before being 
finally released. R. P. said she would rather not spend weekends 
outside the hospital because it makes her feel bad to have to return 
to the hospital. She would rather leave the hospital when she is 
released.” 

Appended to this last report was a subscript “group/MC.” This 
description well correlated with what actually happened and the 
subscript reflects the recorder’s relationship to the group. 

The recorder’s own condition improved during the course of the 
group sessions and her improvement was reflected in her reactions 
to questions and comments on the minutes from other members of 
the group. At first she reacted with hostility or appeared hurt 
when questions were raised about her accuracy, but later she 
merely recorded these comments as part of the minutes of the 
current session. 








; we Oo ee et 


a 
' 


l- 








EDWARD L. PINNEY, JR., M. D. 251 


3. Attitude or Feelings Toward Electric Shock Treatment 

There was common expression of fear of shock treatment. No 
dynamic or other interpretation came out in the sessions. 

The only idea that met with common agreement was the expres- 
sion that “Everybody is afraid of something that puts them to 
sleep.” If anything, they “protested too much.” 

4. Information Concerning the Structure and Function of the 

Group 


The role of the therapist was revealed by such expressions as 
“The conversation drifted. . .” and the recording of ideas intro- 
duced by the therapist was not attributed to anybody. These notes 
were taken as indications of non-directive behavior by the therapist. 


The group included a mute patient and a moron. It became ap- 
parent that the moron took up too much of the group’s time with a 
sing-song repetition of her feelings of emptiness and lack of feel- 
ing. However, it was also evident that the therapist sometimes de- 
pended on this predictable activity to start group discussion. And 
incidentally, this feeble-minded patient improved while in the 
group after shock therapy had been discontinued. 

A mute patient had been included in the hope that the group 
would help get her away from her autistic reveries. Another phy- 
sician, independently, did a very interesting thing with this patient 
which has some relation to the technique used in the group. He 
made tape recordings of “interviews” with her and played them 
back to her. Being angry apparently, at not hearing herself saying 
anything on the recordings, she then began to talk. 

Generally, however, she did not fit in. The other patients were 
disturbed by her presence. On several occasions the group ob- 
jected to her presence and suggested that she be left out. She 
never did contribute to the discussions and finally left the group. 


Discussion 


At the ordinary meeting of an organization, minutes are read at 
the beginning. The therapist, however attempted to keep this 
group’s discussion as free as possible; and it appeared that read- 
ing minutes at the beginning might inhibit spontaneous discussion. 
The minutes, therefore, were read near the ends of the meetings 
but not so close to the end of the allotted time as to cut off comment 
and reaction. 
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Having the recorder read the minutes seemed better than having 
the therapist read them. Fidler and Standish’s contention‘ that 
the physician was looked upon as an authoritative figure was 
plainly demonstrated when the therapist read the minutes. When 
the recorder read them, reaction was much less restrained. 

With groups not having a member who can take notes, a stenog- 
rapher seems desirable. The therapist would then be obliged to 
demonstrate to the group that the recorder was not infallible so 
that they could feel free to criticize and comment. Motion-pic- 
tured, and sound-recorded, group sessions could be utilized in this 
way, but technical difficulties would be great. 

In a portrayal of group activity it would take as much time to 
play back photographed or tape-recorded material as it took to 
record it. The reaction of the group to such a presentation would 
be apt to be lost. Recording this reaction is considered important. 

Another consideration to be taken into account is whether such 
accurate, detailed material might have a deleterious effect such as 
is described by Cline in the discussion of Osgood’s paper’—an in- 
stance of a patient with “too much insight” who committed suicide. 

Frank and his co-workers® discuss the problem of the “help- 
rejecting complainer” and “doctor’s assistant” in group psycho- 
therapy. In the writer’s group, the moron was a help-rejecting 
complainer. This problem was solved by allowing her to talk as 
much as she wanted to about her symptoms. Then, in the course 
of the group discussion and as the minutes were read back to her, 
the comments of the other patients and the representation of her 
own talk demonstrated to her the futility of such behavior. She 
subsequently improved, 

The recorder, of course, falls into the category of the doctor’s 
assistant. This was handled by her function in taking and reading 
the minutes. Her part of the discussion was re-emphasized in re- 
lation to the rest of the group, and she benefited thereby. 

The written record offers several advantages. To begin with, it 
does not cost much. It takes less time to read minutes of a meeting 
than was taken by the meeting itself. Reactions of group mem- 
bers while minutes are read can be recorded. It would be inter- 
esting to tape-record group sessions and play them back. This ex- 
periment is being contemplated. 

According to Fenichel,’ the ego function of reality testing col- 
lapses in schizophrenia. The fragments of reality testing that re- 
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main are used in the technique discussed here. In the group dis- 
cussion, each patient has opportunity to express his opinion. His 
ideas reflect his reality-testing ability. The productions of pa- 
tients in the group are recorded. When the minutes are read, the 
collective ability of the group is presented. Any individual patient 
has the opportunity to take advantage of the collective group 
ability. 

Hearing his behavior described and commented on by the group 
gives the patient a chance to see himself from an objective view- 
point and to see how he appears to others in the group. His psy- 
chotic behavior, predicated on the replacement of reality testing 
by hallucinatory and delusional thinking, is shown to be inade- 
quate. His attempts to regain lost reality are facilitated by this 
method of reading minutes. He can re-experience a reality situa- 
tion as it occurs in the minutes, and can re-evaluate his part in it. 
Narcissistic trends are probably important in the patient’s interest 
in hearing descriptions of his own behavior. 

Repression probably represents the most important mechanism 
of remission in schizophrenia. In the present method, reality test- 
ing is facilitated, and repression is encouraged by exposing obnox- 
ious material. The group generally recognizes and comments on 
symptomatic material as being unusual and sometimes objection- 
able. This is brought out again when the minutes are read. This 
material becomes undesirable to the patient and thus suitable for 
repression. 

Three patients expressed the idea that conversation about their 
symptoms was rather pointless. They soon replaced such discus- 
sion with more socially acceptable talk. At no time were they dis- 
couraged from talking about their symptoms—they simply had op- 
portunity to talk themselves out and to realize the pointlessness 
of their remarks. 


The technique sustained the intensity of emotional reaction in 
the group and the continuity of emotional reaction from session to 
session so that members could eventually evaluate individual reac- 
tion in the light of group opinion. 

The element of suggestion, directive though it is, came up. One 
patient’s objections to the description of her behavior was coun- 
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tered with the suggestion that if she did not want to hear things 
of that kind said about her, she should do things she would like to 
hear about. Her behavior in the group improved. 

The role of electric shock treatment in the improvement of pa- 
tients in the group will not be commented upon. It was interesting 
that including patients in the group who were not on shock treat- 
ment, and patients who had had shock treatments some long time 
before, changed their behavior. The evaluation of the results of 
group and shock treatments will not be attempted here. 


SUMMARY 


In the group psychotherapy with adult female patients, most of 
whom were on electric shock treatments, one member of the group 
made minutes of the meetings which were read back to the group 
at subsequent meetings. 

From these minutes were obtained : 

1. The reactions of the group to hearing the minutes read. 

2. The mental status of the recorder. 

3. Attitudes or feelings toward shock treatment. 

4. Information concerning the structure and function of the 
group. 

The use of this and other methods of enhancing reality testing in 
schizophrenic patients and its function in the mechanism of remis- 
sion by repression is discussed. 
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REORIENTATION OF A STATE HOSPITAL BY THE WORKSHOP 
TECHNIQUE* 


BY JAMES W. DYKENS, M. D., AND MARVIN J. SCHWARZ, M. D. 


A major problem in many state hospitals is an intellectual leth- 
argy among employees. The second problem is what to do about 
it. This paper describes how the writers have used the workshop 
technique as a practical method of communicating the dynamic con- 
cepts of patient care to state hospital personnel. In addition, the 
writers describe how the workshop technique may be used to en- 
liven the personnel intellectually, and how the workshop may be 
used to bring to the surface many of the fundamental problems of 
the hospital. At Westborough (Mass.) State Hospital, located in 
a small town, there are approximately 2,350 patients; 10 psychia- 
trists, of whom three are “administrators”; three social workers; 
one psychologist; 10 occupational therapists, and 650 ward em- 
ployees. The latter are divided among two separately functioning 
male and female services, each having its rather strong convictions 
as to how ward services should be run. It may be seen that this, 
at present, does not represent the ideal situation of a university 
training center but rather is a somewhat typical state institution. 
Therefore, this hospital’s workshop program and its results may 
be of interest to other hospitals with similar problems. 

The difficulty of an educational program is that it has to strug- 
gle continuously against a well-entrenched status quo. In spe- 
cific terms, it is not easy to explain the potentialities of ward man- 
agement to the charge attendant with 20 years experience. He 
knows that his job is to keep the ward spotless and the patient 
“quiet, co-operative, and good,” rather than to be a dynamically- 
oriented member of a treatment team. Any attempt by the admin- 
istration to change his role by formal education is often met with 
resistance. Before setting up the workshop, a series of formal 
evening discussions was offered to the hospital employees by one 
of the writers. Not a single employee showed up for any of these 
talks. Therefore, it was decided to set up an educational program 
in which each employee group would have to discover for itself its 


*Published with the approval of the commissioner of mental health, Commonwealth 
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therapeutic potentialities and describe them to the entire employee 
group. This then, was the pivot plan of the workshop. 

The workshop was conceived as a program of weekly meetings 
to be attended each week by all personnel concerned with patient 
care; psychiatrists, social workers, psychologist, nurses, attend- 
ants, chaplains, occupational therapists, hospital volunteers, and 
students in the school of practical nursing. 

Each week, in rotation, one department would take charge of the 
meeting. Each meeting, lasting an hour and a half, would be di- 
vided into three half-hour periods. In the first half-hour, a mem- 
ber (usually the head) of the presenting department would present 
a formal paper giving the department’s “role” on the treatment 
team. For the second half-hour, the entire audience would dis- 
perse into subgroups, each having 10 to 20 persons, and each led 
by a member of the presenting department. This subgroup leader 
would attempt to clarify, and expand upon, the previously-pre- 
sented material in accordance with questions from the subgroup. 
The third half-hour would be spent in hearing reports from each 
subgroup and would be followed by a brief summary of the mate- 
rial by the clinical director. 

The first practical step in setting up such a program was 
to call a meeting of all the heads of departments concerned with 
patient care: psychiatrists, social workers, psychologist, occupa- 
tional therapists, chaplains, nurses, attendants, volunteers and stu- 
dents of the practical nursing school, as indicated previously. The 
plan was presented to this group, and the results were interesting 
in terms of what was to follow later. 

First, there were resistances to the workshop idea and consider- 
able obvious anxieties about it. For example, it was questioned 
whether anyone would come, whether people would feel free to talk, 
whether the wards could spare the personnel. Ambivalence and 
skepticism about the whole idea ran high. Several department heads 
indirectly questioned the co-operation of “certain” other depart- 
ments. Later events suggested that those department heads might 
have been aware, at the time, that those “certain other depart- 
ments” were ready to be their own most severe critics. Several 
meetings of the department-head planning group were held. How- 
ever little agreement was reached, anxiety and absences from the 
planning sessions increased. Difficulty was found by the department 
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heads in getting even other members of their departments to- 
gether elsewhere for further formulation of departmental plans 
for the workshop. 


It was decided that it would be helpful to record the workshop 
sessions on tape so that night employees could hear about the 
workshop. The tape proposal served as a focus for resistance. The 
planning group questioned whether employees would talk freely, 
and an underlying discomfort related to job security became mani- 
fest. The tapes had to be purchased. A meeting of the hospital 
auxiliary, consisting, in part, of a few of the department heads, 
questioned if the tapes would “directly help the patient,” this be- 
ing the purpose of the auxiliary. The student nurses raised the 
funds for the tapes, and finally the planning sessions ended with 
the department heads agreeing that the workshop would stress the 
idea of teamwork and co-operation among hospital personnel. The 
occupational therapy department volunteered to furnish publicity, 
and several other department heads offered assistance toward mak- 
ing the workshop a success. 

Before the first meeting the writers formulated a plan to evalu- 
ate employee opinions. Each person attending a workshop session 
received a sheet of paper with his subgroup number placed on it. 
(See figure.) Key professional groups were preassigned their 
subgroup numbers, but ward personnel were randomly distributed 
in the subgroups. This encouraged mingling of the various ward 
groups. When members left the auditorium, the sheets were 
dropped into a suggestion box. 

The first workshop session had for its topic the role of the psy- 
chiatrist in the state hospital. The interesting material from the 
session came out in the subgroup discussions. Although the talk 
by the psychiatrist described, in great detail, his varied functions, 
the eight subgroup discussions considered mostly the meaning of 
the psychiatrist in terms of his relationship to the ward attendant 
and nurse. Also there were several questions regarding group psy- 
chotherapy. These were partly due to anxiety and to curiosity 
about the recently instituted program of analytically-oriented 
group psychotherapy for “back ward” patients. The questions 
about group psychotherapy were also indirect expressions of anx- 
iety about the workshop. The first week’s formal presentation by 
the psychiatrist was deliberately directed toward relieving this 
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Figure 





WELCOME TO WESTBOROUGH WORKSHOP 


YOU are in discussion group number ........ 


This is YOUR workshop. To help us give you what you want 
in future sessions, please give us your frank opinions to each of 
the following: 


1. What did you like about today’s session? 


2. What did you dislike about today’s session? 


3. Suggestions 


4. Please place in suggestion box as you leave 


Please do not put down your name. However, if you feel that 
your suggestions will be better understood if we know the type of 
work you do, you may specify the type of work here ............. 





anxiety in the audience. The psychiatrist pointed out that he de- 
sired to help the ward personnel in their work with patients. Re- 
assurance was given in ample amounts. Praise was given in re- 
gard to the cleanliness and neatness of the wards. The psychia- 
trist also pointed out that he was the leader of a team, the most 
important members of which were the ward personnel who were 
with the patient most of the time. In other words, the first session 


PART 2—1955—¥ 
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was aimed at helping the hospital personnel relax, and at mobiliz- 
ing within them positive feelings toward the workshop. 

The second meeting, led by the superintendent and administra- 
tive heads of the hospital, was designed to reinforce these positive 
feelings. The inner workings of the hospital, including the budget 
and other problems, were laid open. As in the first session, many 
questions were posed by the ward personnel. These were freely 
answered by the superintendent. Positive identifications with the 
new administration were again reinforced. 

Both the first two sessions were designed chiefly to reassure the 
audience (especially the nurses and attendants). Because of this, 
the latter were then able to participate better in the next sessions, 
which were more closely related to their own roles and associated 
with more personal feeling. The week following the superintend- 
ent’s presentation, the role of the nurse was presented; and, in the 
subsequent weeks the meetings were led by the attendants, and 
teachers from the nursing school. 

The authors’ problem of how to supervise these subsequent ses- 
sions solved itself. In every case, the prospective leaders of dis- 
cussion from these three departments came—confidentially and 
with considerable anxiety—to seek support from the writers. Thus, 
it was possible to lessen some of the anxiety and to deal with some 
of the leaders’ problems, especially those relating to their ambi- 
valent relationships to other groups. In the confidential sessions, 
it was possible to point out the hostile implications of some of the 
suggested statements and to aid in substituting a more positive 
tone in the presentations. 

In every case, these confidential talks finally resulted in a paper 
directed toward a warm respect for the patient as an individual 
and a paper which stressed the team approach in therapy. This 
was important, in view of the discussion groups, to which certain 
hostile members came with the expressed intent of asking embar- 
rassing questions and “getting” that week’s group. As each talk 
was delivered, the atmosphere of humility lent dignity to the pre- 
senting department. Loaded questions had been answered in an- 
ticipation in the paper, and the smaller discussion groups dealt 
more and more with fundamental questions concerning patient 
care. 
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A very few extremely anxious employees were seen individually 
by the authors, who were able to arrive at some understanding of 
the bases of their individual problems. The reality situation of 
their jobs was pointed out, and the meaning of their acting out was 
sympathetically worked through, at least in part. They were helped 
to realize that ambivalent employee relationships were based on 
personal antipathies which were sometimes of many years dura- 
tion. It was, thus, possible to bring to a workable level many of 
the problems which had been beneath the surface, obviously to the 
patient’s detriment, for some time. 


The occupational therapy department group had been placed in 
the middle of the program of the workshop series. This was done 
to have a “stabilizing” session in the middle of the series if this 
were needed. The O. T. department was selected, as it was a rela- 
tively “uncharged” group, and also because this group had worked 
with the clinical director in supportive preparation for some 20 
sessions. 

About half-way through the workshop series the evening ses- 
sions of the workshop began. These were proclaimed, superfi- 
cially, to be a method of getting the regular workshop sessions, 
which met one afternoon a week, to the night employees. Actually 
they were set up as a means of transferring the daytime workshops 
to a permanent educational program for all employees. The play- 
ing of the tape recording made in the regular workshop would take 
over an hour so that the employees found that the discussion of the 
tape would require more than an hour, thus giving the authors a 
chance to make the evening sessions last for several weeks. There- 
fore, evening sessions began with an hour’s discussion, rather than 
a half-hour group discussion, as was done in the regular workshop. 
Then, with the approval of the group, psychiatric films and case 
presentations were interspersed with the playing of various work- 
shop tapes. The end-result was an educational program with a 
large attendance and of a potentially permanent nature. It is 
pointed out that this is now a success—in comparison to the eve- 
ning sessions that had been started before the workshop began. In 
addition the evening session was placed deliberately after an ana- 
lytically-oriented discussion group with the student nurses, led by 
one of the writers. The evening workshop members were invited 
to come early and sit in if they so desired. 
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The initial series of evening discussions was stiff and formal, 
and the participants (mostly nurses and attendants) were ex- 
tremely anxious. Questions could be obtained only by passing 
out slips of paper. Members of the group privately confided to 
the writers that they were afraid to ask questions for fear of repri- 
mand from their superiors. Attendants would not dream of in- 
terrupting nurses; or nurses, of disagreeing with supervisors. En- 
couragement was given, and gradually the group became more 
spontaneous. Finally a time came when it was necessary for the 
evening workshop leader to give up the group and be replaced by 
the other author. At his final session, both were present, and it 
was noteworthy that only a third of the group was there. It was 
quite clear that strong, but disguised, feelings of separation-anx- 
iety were present. This indicated that the sessions were more ap- 
preciated by the employees than had previously been supposed. 

At that same meeting, as well as at a previous meeting two weeks 
earlier, extremely heated feelings came out about a patient who 
had presented a chronic behavior problem to the hospital, espe- 
cially to the ward personnel. This patient has a severe character 
neurosis and had succeeded in obtaining a position for herself in 
which she manipulated many situations for her own benefit. The 
employees at the workshop session contended that favoritism 
shown this patient by a ward psychiatrist had caused severe prob- 
lems in ward management. 

This workshop session represented a step ahead in that the em- 
ployees were now able to discuss even the relationships of physi- 
cians to patients. It was realized by the workshop leaders that this 
was a crucial point. If nothing were done about the problems 
brought up in the discussions, this would confirm the employees’ 
suspicion that the workshop was “a lot of hot air” and would ac- 
complish nothing. Therefore, the next scheduled psychiatric teach- 
ing conference was devoted to a consideration of this patient, with 
all members of the treatment team present, including the nurses 
and attendants who had been at the workshop and who, incident- 
ally, had found the patient a problem on their ward. All known 
records were reviewed, and the dynamic meanings of the patient’s 
acting out were discussed in great detail. The transferences and 
counter-transferences of the patient’s relationships to personnel 
were considered, and a partial resolution of difficulties was made. 
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A definite treatment program was formulated with each member of 
the treatment team being integrated into a unified and consistent 
hospital management program for this patient. 

Similar problems were also brought to light in the more didactic 
day sessions of the workshop. For example, the critical problems 
of the relationship of the nursing school staff to the ward teaching 
personnel came out. In response to this, a special meeting of all 
interested and involved personnel was held in an attempt to reach 
a realistic solution to an emotionally distorted problem. 

One must now turn to a consideration of the closing series of 
the weekly daytime workshops. The latter sessions dealt with rel- 
atively “uncharged” groups, the chaplains, social service, the psy- 
chologist and the volunteers. Discussions in these sessions dif- 
fered somewhat from many of the preceding ones in being at a 
more realistic level. In addition, employees had perhaps begun to 
feel more secure about the positive features of the workshop. The 
chaplains’ workshop session differed in structure from all the other 
sessions in that it was deemed unwise to have subgroups. This 
was for two reasons. First, each chaplain felt unwilling to talk 
for the others. Second, it was felt that subgroups might deal with 
religious questions rather than with the role of the chaplain as a 
member of the treatment team. The chaplains’ workshop session 
was divided into two parts instead of three. The first part was 
characterized by a short talk by each chaplain. The second part 
was a panel discussion, with the clinical director as moderator. The 
chaplains also reflected the general philosophy of the team ap- 
proach in therapy. 

The social service department, however, sought the aid of the 
authors. Since there are only three members in the social service 
department it became necessary for them to ask the writers to help 
as subleaders. The preliminary meetings of the department in this 
ease actually represented an opportunity for the writers to stress 
the general philosophy of dynamic social casework as part of the 
team approach. Thus, the paper presented here was also in keep- 
ing with the philosophy of the workshop. The meeting devoted to 
the role of the psychologist stayed at a rather realistic level and 
consisted, in large measure, of several questions relative to the 
meaning of psychological tests. 
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The final meeting was planned to be a summary. In reality it 
was more of an integration of the entire workshop series into a 
meaningful whole, in which the purpose of the psychiatric team— 
patient care—was stressed and re-emphasized. It was felt ex- 
tremely important that this fundamental concept be brought up 
last, as patient care represented the area in which personnel had 
most definite resistance to change. To have attacked the older 
“custodial” concepts at the beginning of the workshop, would have 
met with considerable resistance. However, the concepts of the 
therapeutic team which are incompatible with such custodial con- 
cepts, were not met with these resistances—as the employee was 
not fully aware that his older ideas were being threatened. Al- 
though patient care was mentioned throughout the workshop, it 
was never pushed to the point of a major threat. Therefore the 
employee was able to accept the concepts of the therapeutic team. 
Accepting these, the personnel were able to discover for them- 
selves the newer concepts of patient care. The new team worker 
tended to reject for himself the concept of “clean, co-operative and 
good,” as this was not in keeping with his new dynamic approach. 

The final meeting was structured as follows: The leader asked 
for a panel consisting of a volunteer from each of the departments 
which had presented a workshop meeting. Each was asked to tell 
what he had “learned” from the workshop. The team approach to 
patient care was mentioned by several speakers. Others mentioned 
that the workshop was a fine first step in improving patient care. 
One member mentioned that personnel had gotten together to try 
to solve some of the hospital problems. A significant question was 
raised by a nurse as to what was going to be done to put the ideas 
that had been developed into practice. The leader answered this 
most appropriate question by announcing several new and definite 
plans, such as weekly chronic-ward conferences, a new program of 
group therapy sessions on several wards, and an orientation pro- 
gram for new personnel, especially attendants. The final meeting 
closed with an invitation for all employees dealing with patient 
care to join the treatment team. Also, employees were told that if 
they desired further discussion of any matters concerning patient 
eare, which had been discussed in the workshop, they could attend 
the evening workshop sessions. Thus, this final step transferred 
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the purpose of the workshop to the permanent evening sessions, 
which implied the continuity of the workshop sessions. 


Before closing, the writers may briefly mention some of the sug- 
gestions made by the employees which have been acted upon. These 
include: (1) dynamically-oriented conferences on the chronic 
wards; (2) distribution of mimeographed literature to all em- 
ployees explaining the various state laws dealing with commitment 
of patients to mental hospitals; (3) a more active program of ori- 
entation for new employees; (4) less shifting of ward personnel, 
thus enabling a more constant employee-patient relationship; (5) 
the inclusion of attendants in the teaching program dealing with 
their patients; (6) closer relationships among all members of the 
treatment team; (7) recognition of the attendant as a professional 
person rather than as a “housekeeper”; (8) in general, more co- 
operation, less bickering and less “buck passing”; (9) the mainte- 
nance of some medium for all personnel to communicate, such as 
more sessions like the workshop. 


SUMMARY 


This paper purports to show the multiple potentialities of the 
workshop techniques as a means of finding, approaching and sol- 
ving several problems in a state hospital. Among these problems 
are: an intellectual lethargy of personnel; widespread concepts of 
custodial care rather than of a dynamically-oriented, team- 
approach to therapy; and existence of intra- and intergroup ten- 
sion and hostility among the workers who deal directly with pa- 
tients. Some of the problems which were encountered in the work- 
shop are presented, as well as are the methods used to anticipate 
them and handle them. The results show the inherent value of the 
workshop technique. The writers believe these results are encour- 
aging and point in the direction of better patient care, a better re- 
lationship among personnel, and a newer identification of the em- 
ployee with the hospital and the newer psychiatric personnel. 


MATERIAL AVAILABLE 


This paper is primarily descriptive. Because of the great length 
of complete reproductions of the material, these have not been in- 
cluded. Interested persons may borrow material by making per- 
sonal contact with the authors. 
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HYPNODIAGNOSIS WITH A VISUAL-IMAGERY INDUCTION TECHNIQUE 
AND MODIFICATION OF THE HOUSE-TREE-PERSON AND 
THEMATIC APPERCEPTION TESTS* 


BY MILTON V. KLINE, Ph.D. 


In a previous paper’ the writer described a visual-imagery tech- 
nique for the induction of hypnosis in refractory patients. In a 
controlled study, 15 carefully selected refractory subjects were 
able to achieve a light state of hypnosis with this technique when 
they had failed to do so with other methods. 

Part of the induction technique involves asking the patient to 
visualize in his “mind’s eye,” a house, tree and person. These vis- 
ualizations while serving as very simple stimuli for imagery also 
have considerable diagnostic utility. They are the stimuli used by 
Buck? in developing the House-Tree-Person Test, a well-known 
projective device. 

The purpose of this paper is to show how use of the technique of 
visual-imagery induction can be combined with psychodynamic 
testing, and the extent to which the light hypnotic state increases 
patient productivity. 

Data from one clinical case are presented to illustrate the psy- 
chodiagnostic value of even very light hypnotic states. The use of 
modified versions of the House-Tree-Person and Thematic Apper- 
ception Tests are described in connection with hypnodiagnosis in 
a refractory patient. 


CLINICAL AND EXPERIMENTAL BACKGROUND 


In clinical practice it has been found that this technique is par- 
ticularly well suited for use in connection with projective psycho- 
logical testing. The use of projective hypnodiagnostic testing in 
itself is a rapidly expanding technique which in recent years has 
been well described in the literature.** Although the present pa- 
per does not deal with either the theoretical rationale or technical 
interpretation methods for projective tests and hypnosis, it should 
be noted that a series of clinical and experimental studies® in this 
general area reveal the following trends for a large percentage of 
patients so tested: 


*A paper presented in part at the 1953 meeting of the American Psychiatric Associa- 
tion, Los Angeles, Calif. 
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1. With hypnosis, there is a general over-all increase in psy- 
chologic productivity. 2. Response time is usually more rapid, in- 
dicating greater spontaneity. 3. There is usually fuller imagery 
activity. 4. Sensory and motor correlates of the imagery often be- 
come involved in the hypnotic visualization response though not 
in the waking response. 5. Hypnotic responses tend to incorporate 
aspects of transference activity on a more active level. 

The visual-imagery technique fits into a projective hypnodiag- 
nostic approach very easily since it can be arrived at indirectly— 
without using the term hypnosis if its omission is necessary—and 
is consistent with a diagnostic orientation within which the inter- 
view is perceived by the patient as being decidedly patient-centered. 
Such an expectation of productivity by the patient makes for easy 
acceptance of this technique. 

Visual images of a house, tree and person were specifically se- 
lected because, as already indicated, they meet both the need for a 
simple, structured image-concept and that for a revealing projec- 
tive device. The House-Tree-Person Test, usually referred to as 
H-T-P, was developed by Buck? as a projective drawing test. In 
projective hypnodiagnosis with the technique described here, image 
visualization is substituted for the drawings. Studies still in prog- 
ress tend to indicate that the psychodynamic content—as well as 
the actual structured content of visualizations in hypnosis and the 
waking states—correlate closely with their motor or drawing 
equivalents.° Both drawing and visualization appear to have a 
common organizing basis in body-image perceptual and associa- 
tive functions. 

With the visual-imagery, induction technique, the H-T-P visual- 
izations are first obtained in the waking state, as part of the actual 
induction. Then, after hypnosis has been achieved, the visualiza- 
tions are again obtained. The differences between the two sets of 
visualizations, as well as their actual content, add to the meaning 
of the projections. Controlled studies with repeated waking series 
have failed to elucidate the differences and psychodynamic reflec- 
tions found in the combined waking-hypnotic administration.* 


Case Materia 
A 26-year-old married woman was referred for psychotherapy 


because of periodic cycles of rather intense depression and a va- 
riety of skin and respiratory allergies which her physicians felt 
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were on a psychosomatic basis. During the first session, it ap- 
peared that the patient was rather coarctated with respect to im- 
portant life history productivity and was also refractory to hyp- 
nosis with a variety of induction techniques. In the second inter- 
view, the visual-imagery, induction technique was utilized, with a 
light hypnotic state resulting. Following are the H-T-P visuali- 
zations in the waking and hypnotic states: 


(Waking) House: This is a pretty house. Right near it there is a rose 
arbor which is very nice to sit under and relax near. It has a pretty cob- 
blestone path and it’s a cute little house. It has flowers and is generally 
associated with good things, and good weather and prosperity. 


(Hypnosis) House: This is a witch’s house. It’s very old and musty 
and very bad. It’s a very unhappy house and it keeps people locked in- 
side. But in the meanwhile it has a lot of windows so that people can look 
inside and criticize you. Everything around the house is dead. There’s 
only rocks and a dead tree and a cold moon. The person who drew this is 
very unhappy because there is nothing loving around her but everything is 
dead and nobody cares for her. 

(Waking) Tree: I associate this tree with myself. It’s—ah—it’s what 
I hope to—ah— it’s big because I—I’m going to try to—ah—it has no leaves 
yet but I associate it with acquiring a certain—certain amount of physical 
attractiveness and I feel that by trying hard, an—and putting my mind to 
it that the leaves that are missing on this tree will eventually, you know, 
materialize. I associate the size of the tree with myself. Actually I feel 
that I’m much too short and very—and heavy for my—my size and I wish 
I could be tall and yet I feel that by working at it—an—and planning and 
doing other things that eventually my size won’t be important any more. 

(Hypnosis) Tree: This tree is really a person. The person is very short 
and is not good-looking and the tree has no beautiful leaves or anything 
nice and the roots try to go way down deep to find something to make it 
grow beautiful and happy but there’s nothing there. 

(Waking) Person (female): Here again I associate myself with it. It is 
an endeavor to be glamorous and attractive and sophisticated and acting 
older and I think that’s about all. ; : 

(Hypnosis) Person (female): This is me going to school. I am not 
pretty. I dress in funny clothes. I try hard to please people around me. 
That’s why I’m carrying an apple and I try very hard to be smart, so peo- 
ple will like me because I’m smart. 

(Waking) Person (male): I feel that I’ve pictured here a man who is— 
ah—sophisticated to a certain degree—and—yet compatibly good-looking 
and gentle, who would be a gentleman in every sense of the word, particu- 














270 HYPNODIAGNOSIS WITH A VISUAL-IMAGERY TECHNIQUE 


larly socially and who’d learn social obligations and little duties and things 
like that. I consider that important. I don’t like a man who is particu- 
larly coarse in any way. 

(Hypnosis) Person (male): This is a nice, good-looking fellow who goes 
to school. I like him very much and I think he likes me but I am very shy 
and whenever I see him looking at me, I make believe I don’t see him, but 
then again maybe I’m only imagining that he looks at me and he really 
isn’t because if he is how do I know he’s not laughing at me, because he’s 
so big and popular and everything and I’m not. 

Following this the patient was given in the waking state several 
Thematic Apperception cards with the following administrative 
modifications : “I would like you to look at this card for one min- 
ute. I will time you. When the time is up I will say close your 
eyes. Then I would like you to visualize in your mind, the picture 
you just saw and to tell me what it is about.” 

Following this, the same cards were administered in the same 
manner in the hypnotic state. Modifications of these directions 
can easily be made to fit any particular situation, both with respect 
to patient and test. Following are some of the waking and hyp- 
notic TAT visualizations: 

(Waking) Card 1: Well I feel that this boy is studying the violin and 
that he loves it. He feels that some day he’s going to be a great violinist, 
and I also think that perhaps his father or grandfather was a violinist and 
this is one of the reasons why he wishes to follow in their footsteps. 

(Hypnosis) Card 1: This little boy is looking at a violin and he doesn’t 
like the violin. He’s not allowed to play it because no one else in his house 
ever knew how to play the violin, and they won’t let him play it, because 
they don’t know any better, because they’re ignorant, so he wants to smash 
the violin. 

(Waking) Card 12M: The old man is jealous of the young boy who is 
sleeping and he has an impulse to hit the face of the young boy. He wants 
to push it in. However, it is very possible that the young boy will wake up 
and avert the old man’s hand. 

(Hypnosis) Card 12M: This young boy is either dead or dying and the 
old man is saying good-bye, and he feels very angry with the world that 
this young boy who is possibly his son has died, and, yet in his hand there 
is a certain amount of lovingness, too, and he is going to place his hand on 
the boy’s shoulder and perhaps kiss him good-bye. 

(Waking) Card 14: This young man is looking out the window at stars. 
He is on the top floor of a tenement and he has climbed up to the top and 
he is very pleased by what he sees and he hopes that the moon will come out. 
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(Hypnosis) Card 14: This fellow is on the top or near the top of a build- 
ing. He is going to jump out the window and fly away. Yes, he’s going 
to fly, he’s going to fly way, way, way up, and when he sees a cloud he’s 
going to dive through it. When he sees the moon he’s going to try to reach 
it and I only hope that he doesn’t land in red mud. 


SUMMARY 


Thus, in addition to facilitating a rapid though light state of 
hypnosis in otherwise relatively refractory subjects, the visual- 
imagery, induction technique lends itself particularly well to pro- 
jective hypnodiagnosis. With competent clinical management, it 
helps to establish a hypnotherapeutic or hypnoanalytic treatment- 
approach early in therapy and to assist in the diagnostic elucida- 
tion of unconscious ideation and affect, as well as the way in which 
the patient tends to defend against them. In appropriate cases, it 
can become both an effective technique in relation to treatment 
goals and an efficient device with respect to treatment time. 


11 Riverside Drive 
New York 23, N. Y. 
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SOME OBSERVATIONS OF CHILDHOOD SCHIZOPHRENIA 


BY DINA SOBLE, M. D. 


At the time of this study, there were 26 children at the Children’s 
Unit,. Rockland (N. Y.) State Hospital, referred there with the di- 
agnosis of childhood schizophrenia. Out of this group, 10, six boys 
and four girls, whose clinical pictures appeared relatively well de- 
fined, were selected for observation. 

Their ages ranged from three to 11. Early appearance of initial 
symptoms (at ages of one to three) and diagnosis of childhood 
schizophrenia made as early as three to seven were significant fea- 
tures in the majority of these cases. Only one child (diagnosed as 
a case of childhood schizophrenia at 10) failed to present symp- 
toms before the age of five. (See the accompanying table.) 


Table. Ages of 10 Patients with Childhood Schizophrenia 








Tnitial Diagnosis 
appearance of made Age at 
Name Sex symptom at age at age admission 
Ge, 6 iaisi 9548 sb casevewwevuse F 2-3 3 3 
SOOT ee Tee ee Ee ee M 1-2 4 4 
Betis Vakcvdlacscvvesedavsoeaty M 2-3 4 5 
cca bneuess dep eneseonse< M 2-3 4 10 
Sie ou bese esse beceks sevens F 1-2 4 10 
Ds coke be baecsonnswacseees M 2-3 5 11 
Dh Na Wisb sa tenders ese eae eceanee F 2-3 6 9 
SP perce re rere rr ry ey M 2-3 6 6 
BeBe vl vececescsveecsicstatidess M 3 7 7 
Wee Meee kivessnccevdswanicens F 5 10 11 





Ages at appearance of initial symptoms are based on family reports. 


The clinical picture in this group differed in many ways from 
that of adult schizophrenia. Whereas many basic similarities were 
found, such as withdrawal, loss of initiative and affective spon- 
taineity, marked differences should be emphasized. Only one of 
the writer’s cases, the child already mentioned whose disorder was 
not diagnosed until the age of 10, presented a well-developed, fixed 
delusional system. In the other nine, there was no evidence of hal- 
lucinations or delusions. However, all of these children presented 
disturbances in social and language behavior, fantasy and motility. 

Two patterns of the clinical course of the disorder were distin- 
guished in the children. Nine of them displayed chronic, persist- 
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ent courses, with occasional exacerbation, whereas only one gave 
evidence of a fluctuating, intermittent sequence, with acute mani- 
festations and remissions. The observation concerning the course 
of the disease is in support of Ssuchareva’s contention that the ma- 
jority of childhood schizophrenia cases show insidious development 
of the illness. Bonnie, the youngest child of the present group, 
represents the rare fluctuating type, and her case will be discussed 
in detail later. 

In tracing back the histories of the children reported here, one 
notes an unusual display of fear reactions in early childhood. Many 
of them were afraid not only of dogs, strangers and loud noises, 
but also of flies, sounds of crickets, of rustling and tearing of paper. 
These fears were intense and appeared frequently unrelated, or out 
of proportion, to the situation in which they arose. They were at 
times so pronounced that they led to referral to a clinic. 

These fears and rather diffuse feelings of danger often remain 
with the child for many years. Gilbert, aged 10, complained re- 
cently, “The snow is threatening. The rain is threatening. I am 
afraid of the little boys. I am afraid I cannot hold the bowel move- 
ment.” Gerard, who is eight years old, is preoccupied with fears 
of the devil. He complains, “I am afraid of the devil. Why is he 
bothering me? I am afraid he will kill me. Can’t you help me?” 

Mothers of these children frequently report—along with initial 
symptoms of fears and with sleep disturbances—gradual with- 
drawal, loss of interest in play, and loss of initiative. 

It is not surprising that the fears and anxiety of the child influ- 
ence (at a later stage) many areas of his functioning—notably, 
speech, thought, fantasy life and motor pattern. 

A few fragments of the clinical histories of the cases studied in 
this paper will be presented here. They will be pertinent for fur- 
ther discussion, and they also demonstrate how some of these chil- 
dren were handled in early childhood by the adults around them. 


Case 1 


Bonnie was admitted to the children’s group at the age of three 
and one-half. Her mother is described as a young, emotionally 
cold, good-looking blonde, who married at the age of 18. She 
reared the child rigidly, was punitive, at times definitely cruel. The 
father is said to be more warm and accepting, but he is in the mer- 
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chant marine and was away from home for long intervals. The 
mother suffered from constant vomiting during the pregnancy. 
Labor took 45 hours and was terminated by high forceps. 

After the child’s birth the mother moved in with her sister and 
remained there five months. Then followed many changes. Bonnie 
stayed for four months with her wealthy grandmother who was an 
alcoholic and very punitive toward her, then with the other grand- 
mother—and so on. In two and a half years, eight changes of home 
environment were made. 

According to the mother, development was normal to the age of 
two and one-half, but toilet training was never achieved. The 
mother punished the child for failures during the day. When Bon- 
nie became even less controlled during her illness, the mother re- 
doubled her punishments. It is also interesting that when the 
child became definitely disturbed and restless, Bonnie’s mother had 
a wire cage built for her in the yard. 

At the age of two and one-half, Bonnie began to cover up her 
ears at any loud noises and preferred to stay alone. She was no 
longer interested in playing with toys, and changes were noted in 
speech. The child mumbled and whispered to herself. At times 
she spoke unintelligibly ; she “lost” much of what she knew before, 
looked frightened and her sleep became broken. Her mother 
spanked, scolded and punished her for wakefulness. It is impor- 
tant to note how far-reaching was the rejection of both parents. 
They tolerated the child’s abnormal behavior for a full six months 
before seeking medical help. Bonnie’s mother later said, “I wasn’t 
worried, but I began to wonder.” 


At the age of three, Bonnie was admitted to the Payne Whitney 
Clinic of the New York Hospital, and two months later to the chil- 
dren’s unit, Rockland State Hospital. On admission at Rockland, 
she was extremely overactive, appeared fearful, didn’t answer 
questions, displayed numerous mannerisms and grimaces. She 
beat her hand, and hit her head, against the wall, on the edge of the 
table and on every sharp corner. 

At Rockland, Bonnie has had several episodes of acute ex- 
acerbation and several remissions. With every setback, Bonnie 
manifests a regression in speech, in eating, in toilet habits and in 
social behavior. She seeks physical contact. She tightly clasps 
the hand of an adult or child and leans completely on them. She 
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will say, “Hold tight my hand.” When she is alone, she requests a 
camisole or sheet around her body. During her remissions, she 
shows remarkable growth in social and language behavior and in 
broadening of social contacts. Some characteristics of her behavior 
will be discussed later. 


Case 2 


Linda M., 11 years old, is a severely disorganized child. Her 
mother is an energetic, bitter woman, definitely the head of the 
family. The father is warmer, but is more passive and unassertive 
and has said he really detests the child. 

Linda was unwanted and unwelcome. She was a slow eater from 
the first day. The nurse in the hospital used painful treatment to 
hasten the feeding. She would slap the baby to wake her up. She 
did this until the baby was purple and would vomit. On return 
home, the mother used the same treatment. There was much cry- 
ing at first. At six weeks, crying stopped but the food intake re- 
mained minimal. At seven inonths, Linda refused food by turning 
her head and would hit her head on the back of the chair so hard 
that it was necessary to protect it by upholstering the chair. A 
pediatrician recommended starving her. The parents starved her 
once for 48 hours. At the age of 11 months, Linda was starved 
under the direction of the pediatrician for four days. He also in- 
structed the parents to leave her alone in a room at this time. 

A definite change was noted, thereafter. The baby withdrew and 
ignored her parents. The mother reports, “Linda did not appear 
to care whether she was alone or with us.” <A single warning was 
sufficient to establish toilet training at six months. At the age of 
two, the problem of constipation began. Feces were removed man- 
ually by the doctor. Cathartics, mineral oil, milk of magnesia were 
put in Linda’s food. She sensed this and refused all foods except 
two. 

At the age of two, Linda was afraid of strangers, didn’t care 
about people, didn’t play. She would spend hours concentrating 
on a piece of string. She parroted words but never used them in 
communication. Then she stopped talking altogether. At three 
and a half, she came to the attention of a psychiatrist, who worked 
with her for a year and a half. Linda did not change much. At the 
age of six she was admitted to Letchworth Village, state school for 
mental defectives. This action was taken principally because her 
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presence affected her younger sister. There, for about six months, 
Linda remained practically mute. After her return home, she 
started to speak words and sentences. From the ages of seven to 
nine she went to public school. She was docile, not obstinate, but 
avoided children and seemed obviously queer. At nine she changed; 
she developed bursts of overactivity and overtalkativeness. She 
ran around; she yelled; she spoke continuously about going to the 
bathroom. When she was 10, she was hospitalized at Payne Whit- 
ney Clinic. Three months later, she entered Rockland State Hos- 
pital. On admission there, she was apprehensive and restless; she 
ran about. -Her speech was disjointed, repetitious and explosive. 
Some improvement has been noted during her stay at the hospital. 
Some characteristics of her play and behavior will be discussed. 


LANGUAGE AND SPEECH IN SCHIZOPHRENIC CHILDREN 


It is well known that verbal communication, a highly sensitive 
area, is easily affected by the schizophrenic process. Mutism and 
repetitiveness of speech have frequently been reported (in the lit- 
erature) and were also found in the children’s group cases. Two 
types of repetitive patterns were observed. Little Bonnie, very 
often responds with an exact repetition of the words which are said 
to her. When she is asked, “Would you like to come to my office?” 
she repeats with identical intonation, “Would you like to come to 
my office?” Again when she is greeted with, “Hello, Bonnie,” she 
responds with identical words, “Hello, Bonnie.” 

Some children, usually at a somewhat later age, will repeat their 
own words and sentences instead. Gilbert, 10 years old, would, on 
his admission, continually repeat the same questions, not awaiting 
an answer. “When will I go home?” “In three days, the end of 
the week, the end of the season?” And again, “When will I go 
home, in three days, the end of the week?” and so on. 


The phenomenon of repetition appears at times to be connected 
definitely with the anxiety that the child experiences. Occasionally 
it seemed that the writer could produce the repetition phenomenon 
merely by touching upon a topic which was anxiety-loaded. 

Confusion in the use of personal pronouns, I, you, my, which has 
been observed by others, was also noted. This is particularly seen 
in little Bonnie, who will say, “Can I go to my office? Can I sit in 
my lap?” meaning “your office, your lap.” However, her speech is 
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otherwise well developed. She discriminates relationships—like 
turn off and turn on. She uses difficult words and selective expres- 
sions correctly. It seems that the confusion in the personal pro- 
nouns is a reflection of confusion in interpersonal relationships. It 
also seems to reflect the inability of the child to perceive the boun- 
daries between “self” and that which is “not self.” 

Thought processes show characteristic disturbances in the 
schizophrenic children. They pay attention to details, and there is 
inability to distinguish between the more important and less im- 
portant. Here repetition appears in the form of an abnormal fixa- 
tion on an idea. The same topic is repeated in many variations. 
Peter, 11 years old, recently noted a ring which the writer was 
wearing and talked on this topic for several minutes, asking ques-: 
tions and not waiting for answers. “This ring you don’t take off? 
Even when you go to bed. Even when you get sick. Forever you 
wear it . . . forever, even when you die. Even when you are a 
skeleton. It is going to stay forever.” 

This adhesive quality of thought and the inability to shift are 
rather marked, and appear in a more generalized form in many 
phases of the child’s behavior. There is a strong need to adhere 
to the same daily routine. 

Linda, who knows all shift changes, attendants’ pass days, exact 
hours of school, gets apprehensive and disturbed if there is any 
deviation from this routine. 

It seems that anxiety aroused by inability to relate to other peo- 
ple and to meet new situations tends to reinforce this rigid pattern. 

Certain compulsive actions, as well as automatisms frequently 
seen in the children, probably have a similar origin. Initially, com- 
pulsive actions appear in an apparently neurotic context. Later, 
however, the accompanying affect disappears, and a stereotyped 
motor response persists. Gilbert engaged in such compulsive 
acts for a long time. He would, among other things, tap on his 
father’s shoulder. Whereas, in the beginning, the tapping had the 
meaning of approaching the father who rarely came home, later it 
became a gesture continually repeated whenever a person stood 
near the boy. 


FANTASY AND PLay 


Marked preoccupation with their own fantasy lives is character- 
istic of all the children, although the range and quality of fantasy 
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are marked by variations. Gilbert shows spontaneous hand clap- 
ping and humming of simple tunes, while Rhoda exhibits a more 
elaborate pattern. She fantasies she is a princess and her father 
and mother king and queen. This theme with little variation has 
been maintained for four years. Whereas the content in Rhoda’s 
stories appears more developed than Gilbert’s fantasies, her man- 
ner of using her fantasy demonstrates paucity and lack of expan- 
siveness. 

The play of the schizophrenic child like his speech shows also a 
repetitive pattern. Linda came to the office for a great number of 
play sessions. She usually chose the same toys and started the 
same pattern of play, which was acting out the routine at Rockland 
State Hospital. Her play shows regression to an early level of 
fantasy development. In the normal child, there is a recognized 
stage during which the child animates objects. A stick is a horse; 
gradually, with increasing age, children demand more realistic play 
objects. Linda, however, who is now almost 12 years old, has re- 
tained the “animated” pattern. She selects objects to represent 
persons. The writer never has been able to understand why a 
broken chair is a girl named Carolyn and why a yellow wagon rep- 
resents another girl, but these objects seem to have a definite mean- 
ing for Linda. She remembers them precisely and never changes 
them. This precise memory may be regarded as a security device. 

The sharp memory for details which Linda displays is seen 
among many schizophrenic children. It has been mentioned by 
many writers that these children have good memories for rhymes 
and songs and show preoccupation with naming and listing. Gil- 
bert, a regressed schizophrenic boy, remembers an unusual number 
of rhymes and songs. Rhoda recently wrote a list of 15 different 
lipstick shades. 


Motor BEHAVIOR 


All the schizophrenic children in this study show disturbances 
in the psychomotor area. There is either hypermotility, chaotic, 
purposeless movements; or hypomotility, apathy and sleep-like be- 
havior. Too, these children display a certain awkwardness in us- 
ing their limbs; lack of vitality and smoothness can be noted in the 
gait. 

Automatisms have already been mentioned in passing. Sudden 
kneeling and rocking movements are seen, as well as rotating and 
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whirling. Hitting the head against objects, as well as against per- 
sons, was observed in one child. 

Another type of motor behavior which appears to have more di- 
rect relevance to the child’s inner tension is shown by Bonnie. She 
will cling to an adult, clasping her hand tenaciously around the per- 
son’s arm and showing apprehension for fear that she may lose this 
body contact. 


SUMMARY 


To summarize the main points in the cases under discussion: 

1. Initial symptoms appeared early, and there was early diag- 
nosis. 

2. Illness ran a chronic course in the majority of the cases; also 
there was general absence of hallucinations and delusions. 

3. Repetitive patterning is notable in speech, thought, play and 
motility. (Repetitions of speech are either echolalic or self- 
induced; the latter type shows either a mechanical stereotype or 
idea-perseveration. Confusion of personal pronouns during the 
psychotic phase is noted in one child who otherwise possesses a 
well-developed language.) 

4. A regressive phenomenon appears in play as “animation” of 
play objects. 

5. Anxiety has an important role in reinforcing repetitive 
patterns. 

6. The family background in all cases presents a recognizable 
parental attitude. Maternal dominance, rejection and frequent 
punitive handling were observed; the father plays a more accept- 
ing but peripheral role. 

In conclusion a remark may be made about possible prognostic 
features in these cases. In looking over the material, one notes that 
two children present clinical pictures of advanced schizophrenia 
and have regressed to rather primitive levels of functioning in all 
areas. These are cases in which the courses are slow, without any 
acute manifestations. The onset of symptoms in both cases was 
insidious. On the other hand, there is the case of Bonnie. Here 
the onset was relatively rapid, and the course is characterized by 
several remissions and exacerbations. During the setbacks, she 
shows regression in many areas of functioning. During the re- 
missions, she shows remarkably rapid growth in social and lan- 
guage behavior. 
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It is not feasible, on the basis of the present observations, to 
make any definite statements. However, it seems that such factors 
as onset of disease, course, intensity of the process, number and 
lengths of remissions should be taken into account for prognosis. 

There is always an interplay of two factors in these children. 
The normal drive for physical and psychological growth interferes 
with the pathological destructive process. The interaction of these 
two processes, their timing and relation make prognosis difficult. 
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PREDICTION OF OUTCOME OF CONVALESCENT LEAVE OF PATIENTS 
FROM A PUBLIC PSYCHIATRIC HOSPITAL* 


BY ARTHUR J. ROBINS, Ph.D. 


The purpose of the research to be described in this article was 
to ascertain the predictability of the success or failure of conva- 
lescent leave granted to patients. At the time of his release, each 
patient presumably had achieved maximum benefit from hospitali- 
zation and had been restored to his pre-psychotic condition. Al- 
though many investigators have studied prognosis, a critical re- 
view’ by this writer of existing studies has revealed serious defi- 
ciencies in the use of research methodology and statistical tech- 
niques. 

Psychiatrists at Warren (Pa.) State Hospital, the site of the 
study, have been doing what the writer considers to be a creditable 
job of evaluating the patient’s ability to withstand post-hospital 
pressures. Their decision usually is based on clinical judgment of 
the patient’s mental status and on a pre-release investigation made 
by the social service department. Of all patients released under 
circumstances meeting criteria for inclusion in this study, 78 per 
cent remained out of the hospital for at least the year following 
release; 22 per cent were returned.** Recognizing the possibility 
of relapse, the hospital staff makes final discharge of the patient 
conditional on his completion of one year in the community. 


The hospital is conscious of its responsibility to provide services 
which may help the patient either to maintain a satisfactory level 
of remission or, in the event of a relapse, to return for further 
care. The social service department carries the major responsibil- 
ity for this aftercare function. However, because of chronic short- 
ages of trained social workers, it is impractical to offer case-work 
service routinely to all patients on convalescent leave. In fact, 
none of the patients in the group sampled had received any after- 
care service. Since there is probably no urgent need for aftercare 
service in the approximately eight successful cases out of 10, the 
returned cases are the logical ones on which to focus the attention 
of social service. This present study, then, attempted to provide 


*This study, at Warren State Hospital, Warren, Pa., was made possible by a Research 
Fellowship awarded the writer by the National Institute of Mental Health. 
**Similar proportions have been observed over a period of years. 
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a means of identifying the likely failure so that he might receive 
more intensive assistance in getting re-established in his com- 
munity. 

The form this aid should take is a problem beyond the scope of 
this study, although the findings might be of value in suggesting 
the content of the service. First, it might increase the effective- 
ness of the social service department’s contribution by focusing its 
pre-release investigation on the quantity and quality of predictive 
factors present in any particular case. Second, it might suggest 
how to mitigate the adverse effect of such unfavorable factors as 
may be present, possibly by manipulation of the patient’s situation 
so as to make it resemble that found to be associated with favor- 
able outcome. Horst, et al., point out when such manipulation 
might be warranted: 

“Tf, for example, it is found that steadiness of employment is a 
general factor associated with success or failure of parole [from 
prison], particular attention can be given to the problem of em- 
ployment in the case of the parolee whose work record has been 
extremely poor. It is recognized, of course, that such associations 
may not mean causal relationships but where the association is 
high and the variable is of a general nature it is likely that danger 
spots may be noted and precautionary measures taken.” 

Mindful of the possibility of committing a post hoc, ergo propter 
hoc error, one might be guided in selection of treatment goals by 
whatever independent variables are found to be highly associated 
with outcome. It should be remembered, however, that the discov- 
ery of case-work goals is not the purpose of this study, the immedi- 
ate objective of which is the discovery of factors that differentiate 
the success and failure groups. 

The relevancy of factors to be investigated depends on the type 
of prognostic study in which they are used. A study which attempts 
to predict who, of a group of normal people, may become ill, may 
be concerned with early life experiences which may have contrib- 
uted or failed to contribute to emotional stability. 

Research that aims to predict response to treatment may start 
with a different universe and may be primarily concerned with 
variables descriptive of the course of illness. When the goal is 
prediction of the maintenance of recovery on convalescent leave, 
another set of variables involving the convalescent leave situation 
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comes into play. If present behavior is a function of all our previ- 
ous life experiences, then variables important in research aiming 
at prediction of initial illness may also be important in prediction 
of length of hospitalization and in prediction of outcome of conva- 
lescent leave. Whatever is associated with the patient’s ability to 
recover from his psychosis may also be associated, similarly or 
dissimilarly, with his ability to maintain remission at any given 
level for any given period of time. 

According to Chase and Silverman,’ the following have been the 
more commonly investigated prognostic factors: age of onset, dur- 
ation of the present psychosis, previous attacks, sex, hereditary 
background, body type, pre-psychotie personality and adjustment, 
psychosexual history, type of onset of psychosis, exogenic precipi- 
tation of factors, element of confusion, presence of process symp- 
toms, classification of sub-type, course in the hospital. 

The writer believes that there are additional factors which hos- 
pital staffs have assumed, implicitly or explicitly, to be associated 
with outcome of convalescent leave. Social workers will note the 
absence of social factors in the foregoing list. Prognostic research 
must consider the following questions, as well as the points listed 
by Chase and Silverman: 

1. Is the length of hospitalization and the danger of the pa- 
tient’s being afflicted with what the writer has described elsewhere 
as “institutional gangrene” associated with outcome? 

2. Is rural or urban residence the more advantageous during 
the convalescent period? Some workers believe that the urban pa- 
tient may benefit from the varied occupational opportunities; 
others, that he may be exposed unfavorably to more competitive 
strain than a rural patient. 

3. Does family interest evidenced during the patient’s hospitali- 
zation period bear any relationship to outcome? Is the family 
which demonstrates an interest in the patient during his period of 
hospitalization, when he may feel isolated, setting the stage for a 
successful post-hospital adjustment? 

4. Much research has been done in investigating the relation- 
ship between socio-economic status and behavior. Is socio-eco- 
nomic status related to outcome? 

5. Do patients who have actively participated in recreational 
and social experiences have a better chance of success on leave 
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than those who have been withdrawn? Some feel that the possible 
superiority of hospital social experiences makes for frustration at 
home. 

6. Are employment background and type of post-hospital em- 
ployment associated with the outcome of convalescent leave? 

7. How effective is aftercare service in reducing the failure 
rate? 

8. Are the personality of the patient’s sponsor for convalescent 
leave and the degree of supervision offered factors in outcome? 

9. Is it a deterrent or incentive for the patient to have family 
responsibilities ? 

10. Is the patient’s degree of education achievement associated 
with outcome? 

11. Does the treatment received during hospitalization make 
any difference in outcome? 

12. Is there any particularly desirable pattern of living- 
arrangement on convalescent leave? 

13. Is the presence or absence of possible cultural conflict 
within the family or between patient and community associated 
with outcome? 

14. Is religious affiliation associated with outcome? 

Preliminary study of the records and data available in them led 
to the completion of a modified but more specific list of variables 
to be investigated. These have been classified in three groups as 
suggested by the foregoing discussion of the differential pertinency 
of variables in different types of prediction studies. The following 
groups of variables emerged: 

Grove I. Variables associated with the pre-psychotic life of the 
patient. 

a. Nativity of patient and parent 

b. Age of mother at patient’s birth 

c. Familial history of mental illness 

d. Years of education completed 

e. Age at time of marriage 

f. Quality and stability of occupational record 

g. Pre-psychotic personality 

h. Participation in recreational activities before illness 
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Group II. Variables associated with the illness and hospitaliza- 
tion of the patient. 


it Cm ff ofS 
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. Age at onset 

. Age at time of current attack 

. Lapse of time between date of attack and treatment 

. Diagnosis 

. Participation in social and recreational activities during hos- 


pitalization 


. Interest in occupational therapy program during hospitaliza- 


tion 


. Frequency of visits received by patient during hospitalization 
. Duration of hospitalization 


Relative order of current commitment 


. Relative order of convalescent leave 
. Type of therapy received and the lapse of time between the 


last treatment and date of convalescent leave 


Group III. Variables associated with the convalescent leave 
situation. 


ao: 


an eS ee 


Sex 


. Age at time of convalescent leave 

. Season of release 

. Marital status 

. Number of dependent and number of married children 
. Social status 

. Personality of sponsor 

. Relationship of sponsor to patient 


Degree of contact on convalescent leave between sponsor and 
patient 


. Distance of closest child or sibling from patient 
. Religious affiliation 


Population of place of residence 


m. Distance between hospital and place of residence 


Nn. 


Room-person ratio level on convalescent leave relative to be- 
fore hospitalization 


Some of these variables admittedly appear to be fragmentary 
items. Those in Group I are particularly inadequate in their cov- 
erage of the patient’s pre-psychotic experience, a difficult area of 
the patient’s life to examine properly in an ex post facto investi- 
gation of limited scope. Primary focus in this group was placed 
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on items in whose reliability the most confidence could be placed 
and whose pertinency to the criterion could be rationalized. The 
tendency of psychiatric workers to treat only the outstanding event 
in a patient’s life history, and to write off whole areas of his life as 
“essentially negative” or “normal” made it fruitless to search for 
more complete data concerning psychosexual development, early 
interpersonal relationships, and the like. 


THE HypotTHEsis 


The following null hypothesis was advanced: With respect to 
certain pre-psychotic personal history factors, certain factors as- 
sociated with the course of illness, and certain factors associated 
with convalescent leave situation, there was no significant differ- 
ence between those patients who returned to the hospital during 
the first year on convalescent leave status and those who main- 
tained remission for that year. 


CLASSIFICATION OF OUTCOME 


Under the assumption that institutional care would be sought 
when circumstances produced serious social maladjustment, those 
who returned from convalescent leave within the year following 
release, were placed in the experimental or failure group. The 
control or success group was composed of those who were able to 
maintain remission at a level sufficiently satisfactory to sponsor, 
patient, and community, as to enable the patient to complete suc- 
cessfully the convalescent leave period of one year. Other inves- 
tigators have used different outcome categories: Studies have at- 
tempted to evaluate outcome on the basis of degree of freedom 
from symptomatology, evaluation of social functioning, and status 
at the time of the study, that is, whether in or out of the hospital. 
It does not seem to the writer reasonable to expect a former men- 
tal patient to be any more adept in his adjustment to life than other 
members of his community who may never have been hospitalized. 
The limited goal of institutional therapy should guide the selection 
of a basis for the classification of outcome. Hospital treatment 
does not aspire to re-orient the patient’s personality. Whitehorn, 
reflecting on his experience as a therapist, finds: 

“In some instances there is much evidence that an unusual de- 
gree of effectiveness and satisfaction and inner freedom has been 
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gained, higher than in that patient’s previous experience, and 
somewhat beyond the common lot of man. I look upon this su- 
perior state of health and of freedom as being a kind of bonus—an 
unearned and delightful surplus gained from psychotherapy.” 

He further points out that one would have to be a therapeutic 
perfectionist to aim deliberately at this goal in every case and 
would have to choose patients carefully. This goal, obviously, is 
not appropriate to state hospital psychiatric practice. Evaluating 
outcome as some have done, for example, looking for such items as 
evidence of life interest, may be analagous to a teacher’s examin- 
ing a student on a subject the latter has not been taught. Streck- 
er’s remarks are pertinent: 

“ . . Ido not think we should be too much disturbed about what 
may be called the criteria of restitution . . . Dr. Jelliffe put it very 
well when he said that every one of us, not only these restituted 
patients, but every one of us . . . found it necessary to carry a 
mental potato with which to get on in life. By that he meant. . . 
we all needed perhaps a crutch or two. Now, when we ourselves 
need that help . . . it seems hardly fair to expect the ex-schiz- 
ophrenic patient to get on without anything at all. Therefore, I 
should like to point out that we should not be too rigid in our defini- 
tion of what constitutes restitution.” 

Johnson also gives support to the choice of criterion: 

“Success in remaining in the community is a much sounder cri- 
terion of a patient’s condition than it ever was in the past. Pa- 
tients who are still psychotic are tolerated today in the community 
less than ever. There is reason to believe, then, that the paroled 
patient who succeeds in remaining out has achieved a considerable 
degree of social recovery.” 

It seems likely that a convalescent patient’s sponsor, having 
dealt successfully with the crisis of the patient’s first admission, 
will readily re-hospitalize the relapsing patient. Pre-convalescent 
leave preparation of the sponsor routinely involves impressing him 
with the importance of the patient’s early return if this is needed. 
There is reason for confidence, then, in the adequacy of the return 
and non-return classifications to represent, also, failure and success 
in post-hospital adjustment. 

A question arises as to the duration of an adequate follow-up 
period. Various follow-up periods have been used in prognostic 
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research.! Obviously the minimum time which can produce pre- 
dictive materials is the most desirable, since this reduces research 
costs, the loss of cases, and other obstacles that increase with time. 
A follow-up period of one year was used in this study because the 
goal of hospitalization is generally acknowledged to be the restora- 
tion of the patient to a level of remission that will enable him to 
remain in the community for at least a year. The experience of 
Warren State Hospital indicates that patients who remain out con- 
tinuously the first year will remain out for extended periods. This 
was borne out by the sample cases studied, as can be seen in Tables 
1 and 2. Table 1 indicates a fairly even distribution of returns 
throughout the first year. The slight rise in the twelfth month may 
have been due to the return of those patients who were making only 
borderline adjustments, and whose imminent discharges may have 
forced their sponsors into decisions they had been avoiding for 
some time. The sample studied was of patients released during 
1949-1950. 


Table 1. Month of Return, Counted from Time of Release (Failure Group) 








Accumulated 
Month of return Number per cent 
WR iave tcc dvensancgetcseessebbedetecees 6 6 
BNA ciicpcdvcsicccvoccsccverececcesvccce 10 16 
DUEL. 0.0% 005.006. 000den 5 00.60.05550005 960.0606 6 22 
GR ce cecccccccccccctdncccepecsvevessege 9 31 
GER cs ivcccdecicivccedcvesvesecsinceces 9 40 
GOR iin vein ccsinceccinnscescadiaasoiviecisiadecits 14 54 
TOD crcccccccccccccccccsesccccscscccoces 6 60 
MER cncnccccasccrcccccnceheseesaceceses 10 70 
Dh ccccccccccccccccnscccccccccccccccece 10 80 
WOH ..ccccccccccccccccccescesesoccceses 6 86 
TUth .ccccccccvccccccccccccccccccsocccce 5 91 
UBER wcccvicccvccccceccccccecccecescecocs 9 100 





Table 2 shows the abrupt drop in returns after the first year. 
The fact that there was no rise thereafter (up to March 3, 1953) 
further supports the practicality of the choice of one year as the 
cutting point between success and failure groups. Of the 85 pa- 
tients in this group who had not returned, 32 had already been out 
from 27 to 32 months; 17 from 33 to 39 months; 21 from 40 to 46 
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months; 15 from 46 to 50 months. The one-year follow-up satis- 
factorily distinguishes between return and non-return groups, and 
is without the disadvantages of a longer period. 


Table 2. Month of Return, Counted from Time of Release (Success Group) 








Accumulated 
Month of return Number per cent 

POU, Kidvawadenccccesecccarvedssvedsede 1 x 
NE IN SNE Cakes iodaciodecevaververces 0 1 
POUR Mic cnk Sie ER Eo Seo ce eck coc Keeueede 0 1 
FOE Haan caneWe eho Redo SeaceShnuceeunes 1 2 
1 POR ert eer ee TT rrr rere 2 : 
WEE es KOstehasveeecewcunecaccenesecw eke 1 5 
I SESE CE eves wd engcest ei ecess 0 5 
Ee Pee TET Te TT TEE OTe eR err 0 5 
DN incteacnce chusiwnsrecedeaxiaseuance 0 5 
MEE Scdostecteacdadierisenacccnevabons 1 6 
MUL Fic Oi ee hs detwds ededccdddecececs 0 6 
PONG tine beeRh cevacduhineededdespiccuees 1 7 
Pa UeNCLETCPTR Us ec reXe «sar vesaacens ens 1 8 
ICY he ee ere eee rrr F 0 8 
i tL tore eee eee eR ee eee 0 8 
DOGTUM o cR ied chsictyccdccvesensdtedeces 6 14 
PIED Sale # OMe bans 26 66 Kasenceeceeneeens 0 14 
Lk ee ert er ee eee Terre er Tere 1 15 

BORING Habecdatiewscudevdvede dec 15 15 
NOE POGUE «occidccccsccccccoescscesone 85 85 

DOU arccccceccecccssoccsocsvoesese 100 100 





The Design 


Ex post facto experimental design was chosen to test the null hy- 
pothesis stated in the foregoing. Chapin describes this design as 
one “in which some present effect is traced backward to an as- 
sumed causal complex of factors or forces at a prior date. . .” 
This design was the most economical method of study, since sam- 
ples of “effect” groups were already available. It was planned to 
interview each sponsor and/or patient, in order to avoid complete 
dependence on previously recorded data which might be inaccurate 
and incomplete. 


An exploratory study, undertaken at a Minnesota state hospital, 
demonstrated the need for careful selection of the hospital at which 
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investigation is made. Deficiencies in the records there resulted in 
greatly curtailing the scope of the pilot study. The collection of 
such data as were available required laborious effort. Many of the 
patients selected for the sample had been released at a time when 
there had been no consistent provisional discharge* policy, and, 
apparently, patients frequently had been released without staff 
meetings. Since, in such cases, the basis for the decision for re- 
lease was not recorded, it was impossible to select cases meeting 
conditions for inclusion in the study. Diagnostic categories did not 
appear to be consistently applied. The basis for revision of diag- 
nosis was not given, and it was difficult to ascertain which of sev- 
eral diagnoses mentioned in one record was official. The absence 
of a social service department, during the hospitalization of many 
of the patients studied, further reduced the amount of useful data. 

To avoid the problems encountered in the pilot investigation, the 
writer selected Warren (Pa.) State Hospital for the present study, 
conducted there from July 1952 to March 1953. It is a public men- 
tal hospital serving 800,000 people in 13 northwestern Pennsyl- 
vania counties which cover an area of 10,000 square miles. Rural 
and urban centers, one standard metropolitan area and many in- 
dustries and occupations are represented. Variety in the area was 
desired, so that differential association of certain factors with out- 
come would be possible. A stable administrative history made for 
consistency of policy, thus enhancing the research value of records. 
When, for example, there is a situation where the basis for the con- 
valescent leave decision has changed, it is difficult to isolate the as- 
sociation of other factors with outcome. The records of all 1,817 
patients who left the hospital on convalescent leave from January 
1, 1949 through December 3, 1950 were reviewed to exclude all but 
those meeting the following conditions: (1) The patient must have 
been diagnosed as psychotic. (2) The hospital staff’s evaluation 
of the patient’s condition before his release must have found him 
to have received maximum benefit from hospitalization and to have 
been in remission. (3) The patient must have survived his first 
year following release. This was done on the assumption that 
those patients who died while on convalescent status could have 
been considered neither as relapsed nor as having maintained re- 
mission for the required length of time. (4) The patient must have 


*Minnesota equivalent of ‘‘ convalescent leave.’’ 
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remained in the area served by the hospital or an area accessible 
thereto. (5) The release must have been the first convalescent leave 
the patient received in the two-year period studied. The accom- 
panying figure shows the process of the study and the number of 
excluded cases. It will be noted that information was unobtainable 
from a number of patients in both the returned and not returned 
samples about variables in Group I and Group ITI. 

The success and failure groups were stratified as to age, sex and 
diagnosis. While stratification could have included other variables, 
these were selected to assure representativeness with respect to 
those factors which universally appear in prognostic research and 
which are the principal predictive factors of the massive study now 
in process of 16,646 consecutive first admissions to Warren State 
Hospital.? Data on age, sex and diagnosis could be obtained easily 
during the preliminary review of records, and high reliability could 
be assumed without a time-consuming check. The addition of fur- 
ther variables for stratification would have diminished the benefits 
of sampling. The stratified success and failure groups were sam- 
ples at regular intervals to yield 100 cases each. 


Collecting the Data 


The co-operation of the sponsor of each patient sampled was in- 
vited in a letter, modifications of which were necessary in the cases 
of those patients who were then hospitalized again, who had died 
after the first year or who had died after return from convalescent 
leave. A special letter was also necessary to urge the co-operation 
of any spouse who had, since sponsoring the patient’s convalescent 
leave, obtained a divorce. Each reply was immediately acknowl- 
edged, although visits were deferred until there were sufficient re- 
spondents in one area to warrant a field trip. Fifteen patients 
lived within 22 miles of the hospital; 32, between 23 and 47 miles; 
106, between 48 and 82 miles; 44, between 83 and 130 miles; three, 
more than 130 miles, a distance preventing personal contact. In 
the interim before visits were made, information available in the 
hospital records was transferred to schedules. Table 3 summar- 
izes the response to successive mailings and personal solicitation. 

Since the criterion did not involve examination of the patients, 
no requests were made to see them. Anxiety engendered by such re- 
quests might have resulted in unnecessary loss of subjects. A dili- 
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Table 3. Responses to Requests for Interview and Information 





Failures Successes 





DRCOG Be TIBE NIE oi Sc sia cic in hes Mite decades Gavdivns 64* 43* 
Personal contact (no second letter sent) ........eseeeeeceeeees 10 10 
Replied to second letter .......ccccccccccccccccccccccccsccces 8 20 
Personal contact (no third letter sent) ..........eeeeeeeceeeees 4 12* 
Replied to third letter (request for completion of questionnaire). . 5 + 
WG TOMO 65 cise cadaver socecese genes ciqguegesarcdosedcntioices 9 ll 
MEE Gav ccknceshaphecdveccness QeketuSuredonceeuaucades 100 100 





*Includes one refusal. Each subsequently provided data by mail. 


gent effort to reduce losses resulted in completing interviews with 
85 sponsors of the failure-group patients, and 83 of the success 
group. Table 3 shows only responses to requests—by letter or con- 
tact—for these interviews, not the actual interviews themselves. 
In the absence of a prospective subject’s refusal, a worker needs 
to be sure that the decision not to respond has been based on full 
awareness of the purpose of the request. By the same token, a re- 
search worker has a responsibility to clarify that purpose, even 
when the subject has responded favorably to the first solicitation. 
In the present case, interpretation of non-response as refusal 
would have been as erroneous as interpretation of response as un- 
derstanding. Some believed they had received offers of special 
help that they did not want; others, that the letters were part of a 
routine after-care program. Two respondents thought the visits 
were asked for in regard to unsettled bills for hospitalization. 


Analysis of the Variables Considered Singly 


The following outline was followed in considering each variable: 
first, its operational definition; second, the rationale for its inves- 
tigation ; third, the observed distribution of the variable in the suc- 
cess and failure groups; fourth, the analysis and interpretation of 
the findings. Limitations of space permit only an abbreviated pre- 
sentation of only those variables whose distribution, tested by 
means of the Chi-square technique, was significantly different as 
between the success and failure groups.* The 20 per cent level of 


*For a complete consideration of each variable, the reader is referred to the original 
thesis in the University of Minnesota library (Ref. 10). 
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confidence chosen is less conservative than the customary 5 per 
cent level; however, the purpose of this preliminary analysis was 
to eliminate variables that would have added nothing to the pre- 
cision of any prediction based on a combination of variables. 

Of the variables in Group I, participation in social activities be- 
fore illness, that is, when the family considered the patient to have 
been “normal,” was the only one with predictive potential. None 
of the numerous studies reviewed had investigated this variable, 
although it undoubtedly has been taken into consideration in the 
evaluation of general pre-psychotic personality patterns. One 
might speculate as to whether an individual who has demonstrated 
by his pre-psychotic recreational activity a comparatively greater 
capacity for, and interest in, interpersonal relations may have a 
better chance for success on convalescent leave. Information was 
obtained on frequency of dating, attendance at movies, dances, club 
meetings, church, spectator sports, parties, and participation in 
solitary sports or games, team sports, visiting friends or being 
visited by them. 

A modified version of the Thurstone technique” was used to con- 
struct a seale. Eleven. social work teachers* ordered these activi- 
ties according to the intensity of the social demand on a participat- 
ing individual. The judges were asked to think in terms of the 
usual degree of interdependence and involvement of self in the re- 
lationship concerned in each activity. Each activity was assigned 
the mean position of the independent ratings of the judges. The 
resulting continuum was divided into three groups representing 
least, medium, and most intense activities. The 12 classes of fre- 
quencies were condensed into the four classes indicated in Tables 
4, 5 and 6. 

The discriminatory value of participation decreased with the 
general intensity of the activities in both the failure and success 
groups. Almost half of the patients never participated in the most 
intense types of activities. Differences were most striking in the 
least intense activities, which the success group patients pursued 
in significantly greater numbers. One might speculate on whether 
all patients on convalescent leave are forced into a certain degree 
of isolation imposed by either a hostile community, an overprotec- 
tive family, or voluntarily by the patient himself. Those who have 


*Faculty of School of Social Work, University of Minnesota. 
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Table 4. Participation in Least Intense* Activities Before Illness 
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Failures Successes 





Weekly or more often ........ccccccccccccscccccccccccceces as 48 
Bi-weekly to monthly ......0.cccccsccccccccccsccccscscccsccce 16 
Bi-monthly or less frequently ........eeecececescccccccccececs 5 
Never .......- SNe se ECKCEDS ca eRRTTEUERE CEM ceeeLees Reeges 22 

DOUG ssicv civics cetivaeds Kesines KKK RTS Khe eRES KEde—weReeees 91 
NID sinca'sa ERG C406 needing 6s CHGdn gah nec ROueeueeneuen 9 

Total occccccccccccdsccccccces Cre eee cisedsecsevics eceere 100 


69 
3 
6 

11 

89 

11 


100 





*Includes attendance at movies, church, and participation in solitary and spectator 


sports. 
Chi-square is 16.40; d. f., 3; probability, .001. 


Table 5. Participation in Medium Intense* Activities Before Illness 





Failures Successes 





Weekly or more often ...........00- cvccccce cccceee Cececccee 69 
Bi-weekly to monthly ........cccccccccccccccccccccccccecs ouee 5 
Bi-monthly or less frequently ...............- CiieeVatawaneos 3 
Never .ceccscesece baer escDeccccoviodssecedsoes sine onisveceedae 14 

i OED Cr Cre CECE STR O CT PTE OT ee 91 
Unknown ........ Pe eee ccc ccesccccesenbstececteseesceses as 9 

RG 862s 6 05.5 s:ti0 5,5 odio 0 smh eo ndswe See camminekwendseewene 100 


57 
18 

1 
13 
89 
ll 


100 





*Includes visiting friends and being visited by friends, participating in team sports. 


Chi-square is 8.98; d. f., 3; probability, less than .05 and greater than .02. 


Table 6. Participation in Most Intense* Activities Before Illness 





Failures Successes 





Weekly or more often ........ oneere aeebrseeeses 6eteeecesa ° 18 
Bi-weekly to monthly .............000. TTTTITIT Tee 22 
Bi-monthly or less frequently .........ccecceceseseceecseees oe 8 
NOVOE civcccbvecicdsveves TITTIC TIT CT TTT 43 

MEE Cae Foc biccccaterrectecwecncestendoerss butecducesnecs 91 
oo eer er ree rrr rr ere Terre Trey seteceer EVecdetastetes 9 

Total ...... enw CVECERP RO ReRS EH eE eee wes aveeaceenenens 100 


23 
19 

5 
42 
89 
11 


100 





*Includes dancing, attendance at parties, dating, club meetings. 
Chi-Square is 1.51; d. f., 3; probability is less than .7 and greater than .5. 
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always found satisfaction in solitary leisure-time activities may be 
better prepared than the others for the circumscribed social life 
they may be compelled, or may feel compelled, to lead. 

Group III yielded seven variables whose distribution was signifi- 
cantly different as between failure and success groups. Elapsed 
time between dates of attack and treatment was one of this group. 
Attack was taken as the date of the first evidence of unusual be- 
havior observed by the informants who provided the social history. 
In the case of a patient who had several attacks, the attack after 
which he had not been in remission for five years was used. The 
date of treatment was taken as the time when sustained specialized 
psychiatric assistance was obtained. Visits to general practition- 
ers were not considered to constitute treatment, nor were single 
visits to psychiatrists, most of whom were known to have offered 
only diagnostic services preparatory to commitment. Elapsed time 
was calculated to the nearest month. This accuracy was possible 
for elapsed times of less than six months, but was not feasible for 
longer periods, when statements made by informants regarding 
onset were less specific. 


This variable was used as a measure of untreated illness. The 
delay in seeking therapy usually is assumed to add to the thera- 
peutic task. Such delay may be a manifestation of the family’s un- 
constructive attitudes toward mental illness and the patient, which 
may unfavorably affect outcome of convalescent leave. This spec- 
ulation prompted the inclusion for study of this variable, the dis- 
tribution of which is presented in Table 7. 


Table 7. Elapsed Time Between Dates of Onset and Treatment 








Elapsed time Failures Successes 
EER GRADS TORUNR Ss 5ns'n cao s ktccenavcniieeecvencesrcesecaseser 25 44 
ee Se ere rT reer ere rer reer Tre r rer 11 14 
SG I 5555's 0 5065.5 58455 0405 0 e045 0S) Fat BES e ee cndeesenie 12 7 
Ce 55Gb irs bx Soccer esis cede sesssaseereoessbeeasasves 7 8 
Mr PTT eee ee eee eee TTT Tee Teer 7 5 
RPI BING ao :0:9:5:0.06 a tbnvabewes ress sonennsneedonvens 9 5 
Ne ID hn on 65's. p4 cb Ub s be nave ee) be be see beacee s 12 6 
ee eee cocoa th shcaatt CREE Ce EET ECO OEE EOE EET eee 17 11 

DO 5080 ia 6 6 556K RASHES UREOSENN URE RER EOS AER EDETS 100 100 





Chi-square is 11.72; d. f., 7; probability, less than .2, greater than .1. 
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Considered alone, this variable does not appear to be signifi- 
cantly associated with outcome. However, its contribution to pre- 
diction of the criterion might be worth having in a pattern analysis 
of the promising variables. 

A second variable in this group was participation in hospital rec- 
reational activities during the year before release. Patients were 
rated by the nursing personnel on a five-point scale from much less 
than average to much more than average. No records were avail- 
able from which the data could be obtained for a more reliable 
method. To avoid influencing the ratings, the raters were told only 
that the information was required for a study. Other prognostic 
researches have not studied this variable, although psychiatrists 
have probably assigned prognostic importance to the response that 
the patient has made to recreational opportunities. Although 
mainly used as a gauge of current health, it may also foretell the 
patient’s capacity to take advantage of opportunities at home, and 
to keep occupied and interested. Table 8 presents the distribution 
of this variable. 


Table 8. Participation in Recreational Activities 





Failures Successes 





Much less than average ........eceeeee ce cesecceeeeeeeesseeees 31 14 
Somewhat less than average .........cccecccccnccecseecsecuces 27 11 
PO SPE OT TTT TLL ETRE TEER CT TCC TT CTT 33 50 
Somewhat more than average* ).........cccceeeceeecececeeeecs 9 19 
Much more than average* Obes CULE ATE a heekeceeeseaues 0 6 

MN 65a SVN 6s Kew es eee os ccenehced cnvoeeURetanveeneee 100 100 


*Combined for computing Chi-square. 
Chi-square=24.16; d. f., 3; probability=.001. 





A third variable was interest in the occupational therapy pro- 
gram during the year before release. Ratings of the female patients 
were made by the occupational therapist for women on the basis of 
records kept on work detail assignments. Ratings of the men by 
the occupational therapist in charge of the men’s program were 
made on the basis of his recollection, aided by an assistant and by 
conference with others familiar with the patient. 

Again, no previous studies have been concerned with this vari- 
able, although the writer feels it has been used empirically not only 
to evaluate a current state of mental health, but also to formulate 
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prognosis. Though it is difficult to divorce attitude toward work 
from state of mental health, a patient could conceivably have a 
poor attitude toward employment in the hospital, and yet be free 
of symptomatology and in excellent remission. In other words, the 
fact that a patient may have had a less than average interest in his 
occupational therapy assignment did not ipso facto mean that he 
was still mentally ill at the time of convalescent leave. If he were 
subsequently to be found among those who failed, the hypothesis 
is not definitely proved that he was more ill at the start of conva- 
lescent leave than any of those who succeeded. The fact that the 
staff had approved convalescent leave after personal examination 
of the patient and thorough review of his case record lends support 
to the acceptance of the alternative hypothesis, that his interest in 
occupational therapy was a function of the type of program of- 
fered, and of his pre-psychotic attitudes toward authority and 
work. 


Table 9. Interest in Occupational Therapy 





Failures Successes 





DEON BORE SER BOTORG ooo vico cs veedivesccversvosveses sence 16 7 
Somewhat lees than average .......ccccceccvcccccccccsccsccecs 20 5 
PUNY Aigo A each vincccdprechennis neds desceevevsinedbsecesics 55 69 
DEGUO ERA BVEEEGO” | deve vcnvovedesecsesevevessesocececes 9 16 
Much more than average* i [hEVEERCEA RSE ED ROOT TARR ORO RE EC MRONS 0 3 

MOU Bi aGs win 55 Web o50s Sas C40 Uskn ccne Ss eng cosesaneesee cs 100 100 





*These were combined in computing. 
Chi-square is 17.68; d. f., 3; probability, .001. 


A fourth variable was the frequency of visits received by the 
patient. This refers to the number of times that a patient had 
callers at the hospital during the year before convalescent leave. 
Visitors present on the day of admission and on the day release 
was effected were not counted. Unfortunately, these data had to be 
obtained from the nursing personnel since records of passes issued 
for visiting were routinely destroyed after a short period. An op- 
portunity was sometimes available to check information obtained 
in this way against data provided by relatives. It was noted that 
the relatives’ estimates of visiting were often higher than those 
made by the hospital personnel. 
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This was a factor with which no previous study has dealt, al- 
though the degree of interest which has been shown by family and 
friends during the patient’s hospitalization often has been felt to 
contribute to the patient’s recovery and may frequently be used in 
prediction. It is assumed, of course, that the actual frequency of 
visits is an index of this interest. Table 10 gives the distributions. 


Table 10. Frequency of Visits Received by Hospitalized Patients 








Frequency Failures Successes 
CE TOA: 6 ceticacevetcd ccncbeccdececedioptocetiodsecosioness 11 24 
GG MOGI ook ccs cctcccdcviccccnccsesecsesceceesacdeessbecs 27 37 
BB WME occ ccc cccvcccccccccnceveseaseccesececceecececes 24 17 
DT momthiy to Di-emantahy. 20... ccc cccccccdccccecccceccecseeccs 19 16 
1 every three months or less often** ) .......eeeceeeceecceeeces 12 + 
Never visited** i vee tele ewan heeeseanbeeenes 5 1 
ROU decree ieee cccevseucess Cveceessececdsecduvnceses 98 99 
WO, eds ivs elle écvecccteceuindsSducdecnvevceseteeess 2 1 
Total 


errr ere rere rere rere rere eee eee eee ee eT ee eee eee 100 100 





“*The maximum visits possible are two weekly. 
**Combined in computing Chi-square. 
Chi-square is 14.36; d. f., 4; probability, .01. 


The frequency with which a patient was visited during the pe- 
riod up to a year prior to his convalescent leave was associated 
with outcome. This may indicate that it is helpful for a patient to 
be visited during his isolation from the community, or it may mean 
simply that the patient enjoyed a certain relationship with his fam- 
ily and friends which would have stood him well on convalescent 
leave even had no one been able to visit him. In any event, the fac- 
tor has promise of predictive value. 


A fifth variable was duration of hospitalization. Length of hos- 
pitalization required careful definition since its meaning can be 
more ambiguous than first appears possible. In the case of a sin- 
gle patient, there might have been many periods of hospitalization 
for psychiatric treatment, any one of which could have been meas- 
ured. It was decided to consider both the prognostic value of the 
duration of hospitalization under the current commitment, as well 
as the duration of all previous periods of hospitalization. The for- 
mer did not reveal any significant differences. 
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Some hold that prolonged hospitalization has a paralyzing effect 
upon the patient. Those who subscribe to this may follow the dic- 
tum that a patient should be pushed out of the hospital at the earli- 
est opportunity. Bogen, on the basis of his experience, concludes 
that “hospitalization that is too prolonged is apt to be detrimental 
to the mental patient.””” 

Unfortunately, further clarification of what could be considered 
as “too prolonged” a period is not offered. Bogen considers rou- 
tine and absence of responsibility as the worst features of present- 
day mental hospital therapy. One might wonder if the length of 
hospitalization “burns out” the patient’s psychotic processes, 
makes him more mellow, renders him insensitive to stress. On the 
other hand, does it create an intolerable dependency which unfits 
him for community living and causes his return to the hospital? 
There are those who are of the opinion that a patient with a longer 
duration of hospitalization has a basically sicker personality than 
one with a shorter duration in the hospital. Whether this is true 
or not, the patient who has been away from home for a longer pe- 
riod probably faces additional problems of adjustment which may 
affect outcome. Table 11 presents the findings. 


Table 11. Duration of Hospitalization in All Commitments 








Duration Failures Successes 

Be Te Ne 6 0.5684 6. bo0 be) pi de 64060 50s ces ee ee LECOe Reus 25 40 
See SI is bac idan ntie'ds Ke abvcdbccebemehausesdarctbaenceds 27 28 
ee te te eee ere ee ee re ore ee 10 9 
ET ee TE Tey Tee TT ero err 3 7 
Pe I 56 5'n'n 86:5 0.0:0:0.0 Cp RASAA SEMEN D APO RANK ES KAO 408 6h 40 9 3 
Ge ND Nb o Sacerck Sccwluen de diebeeseSbedseseeescasees 12 8 
SB FOOTE occvccccccvsccesccccsccccneeecenersccccccscsctesces 7 3 
6 YEATS OF MOTO ..cececccccccsvcvecccsecvevccccccccscccccces 7 2 

BE Sind v0 650 sche lecs Vase teeae Fee ehaeerbsokies coun Tes 100 100 





Chi-square is 13.30; d. f., 7; probability, less than .1 and greater than .05. 


It appears that speculation on the adverse association of long 
hospitalization and outcome are justified. The concern here is with 
prediction, and the difference of opinion concerning the explana- 
tion of this association remains unsettled. Attributing the associa- 
tion to more basic illness seems too facile an explanation, particu- 
larly when the staff has carefully considered a patient’s current 
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condition before authorizing his convalescent leave. Circum- 
stances not particularly related to the patient’s mental status may 
have resulted in prolongation of hospitalization. Bogen, urging a 
more liberal discharge policy, believes long hospitalization in the 
majority of cases is unnecessary. Most hospital social workers un- 
doubtedly have experienced, like the writer, frustration in effecting 
the release of some patients. Difficulty may arise because of the un- 
availability of a sponsor—for reasons unrelated to the patient’s 
state of mental health. The patient may have no friends or family, 
or he may have a disinterested or alienated family. Tendencies to 
reject the patient may result in prolonging the period of hospitali- 
zation which, in turn, reinforces the rejection. A vicious circle is es- 
tablished which keeps the patient hospitalized. The process of 
breaking the circle may be so demanding of the social worker’s time 
and energy that it is postponed in favor of more immediately re- 
warded efforts. The intrinsic seriousness of the patient’s illness 
is not a relevant factor in such a situation, although the increased 
gravity of the problem for the patient cannot be denied. 


A sixth variable was the relative order of the current commit- 
ment. The current commitment was numbered chronologically rel- 
ative to all commitments. This variable was used as a crude meas- 
- ure of chronicity of the mental illness. Chronicity does not neces- 
sarily refer to any inherent quality of the illness, but may mean 
that exogenic factors are present which keep the patient at a low 
level of mental health.. The purpose was to investigate whether pa- 
tients who had greater numbers of previous commitments were 
more likely to be in the failure group. Although this variable has 
not appeared in any previous studies, written comments by the 
staff, of which the following is an example, indicate that the com- 
mitment record is considered: “This patient is well enough to go 


home, but she has had several commitments and we can expect her 
back.” 


The distribution of this variable indicated a true difference be- 
tween the failure and success groups, and partially supports the 
negative weighting frequently given to previous commitment rec- 
ords. However, the degree of chronicity which affects outcome 


cannot be assumed until there have been at least two previous com- 
mitments. 
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Table 13 presents the distribution in the sample. 


Table 13. Relative Order of Current Commitment 








Commitments Failures Successes 
RG SS e obo 6 050545566 sTOREOECCER GEOR ESS 0 veabeeehausseeieees 66 70 
os sc os sch 6 ba baa ON 66 cRRERENE COs dabble phNKE WS Conde 16 26 
TE eri ied sic nk abenaleci haw Khe Abeba hoe SaR ye eek wee 11 3 
PME i. cant cc as esieae Rees eneaGnutke NOhen oooh be kas 7 1 

Sab 5 PAUSE ds MEn oe Heda ARES hs ee bae ah hoses bine 100 100 





Chi-square is 11.56; d. f., 3; probability, .01. 


The seventh variable was the relative order of convalescent leave 
tabulated not only relative to all convalescent leaves a patient 
might have received during the current and previous commitments, 
but also relative to the current commitment only. There was no 
a priort basis for deciding which was the more meaningful method ; 
hence, both sets of data were collected. Analysis revealed the for- 
mer to be not significant. 

Only the first convalescent leave of the patient during the two- 
year period used was counted. This particular leave did not al- 
ways represent the patient’s first release during his current com- 
mitment, and data shown in Table 14, on the number of previous 
leaves, was obtained to investigate the association of previous fail- 
ures with the outcome of the current leave. 


Table 14. Order of Convalescent Leave in Current Commitment 





Failures Successes 





ME Gpanecdieks Vike pe CUKASSRDRERESSSDAMRE SOO PORE OSS ob Re SOS 76 90 
MN eRe a re bo 04s 546s CARRERE U TT ORERAPNEbwae kee bideeeé 13 8 
pL Pe re er er TO EC ELITE RE LET 11 2 

a a aa a a a a ea 100 100 





Chi-square is 8.60; d. f., 3; probability, less than .02 and greater than .01. 


Of the Group ITI variables, the season of release was one of those 
found to be significantly different in the two groups. The month 
in which the patient was released was recorded. These months 
were then grouped by four seasons, since the monthly variations 
were in the same direction with each season. Winter consisted of 
December, January and February; spring, of March, April and 
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May; summer, of June, July and August; fall, of September, Octo- 
ber and November. No other prognostic research has investigated 
this variable, although seasonal variations in behavior have been 
examined by social scientists. The time of the year has been em- 
pirically considered in releasing patients. The writer has seen 
winter road conditions influence the staff against releasing a pa- 
tient whose possible return might be delayed by transportation dif- 
ficulties. The season has also been considered in deciding the best 
time to release patients who might have difficulty in providing for 
their own needs, the staff being guided by what they believed to be 
greater ease in living during certain seasons. Thus, although no 
previous research has considered the association of season with 
outcome, its inclusion in this study was believed justified. 

Table 15 gives the distribution of season of release in failure 
and success groups. 


Table 15. Season of Release 





Failures Successes 





EEE Cc crOdRkrediovesSde adds o Cocceceueusdaneeneesrenueses 23 26 
BPTIRE 2c cccccccccctecccvccccccccccdeseveveseveseesesodece 35 17 
DI Sic Rav cdedicicdvetidcdcddceseuccneascswececersuceos 16 32 
i cdee cP eu Re Ch ahe nce enes’-<ccchepeweewwandedausbddsnee 26 25 

OG bd Sins os. ckdee ctcdcduveececerdonceidcooudeedeedee as 100 100 





Chi-square is 11.78; d. f., 3; the associated probability is less than .01. 


The season of release proves to be significantly associated with 
outcome, although explanation of the association is speculative. 
The negative association in spring and the even division in the less 
clement seasons lead one to wonder whether the restricted hospital 
program in those months makes a spring convalescent leave a more 
difficult problem in adjustment. The patient who leaves in the 
spring has probably been hospitalized over the previous winter 
and may have difficulty adjusting to the wider horizons that conva- 
lescent-leave status offers him. There was an interesting alterna- 
tion when the frequency variation between the groups is consid- 
ered, although chance sampling variations could easily account for 
the winter and fall between-group differences. 

Information on room-person ratio, based on the number of 
rooms in a dwelling per number of persons living in the dwelling, 
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was obtained for the usual situation of the patient prior to his cur- 
rent hospitalization, and for the year on convalescent leave. The 
difference in the ratios was also examined. 

Chapin has discussed the importance of housing factors in rela- 
tion to mental hygiene.** It was not possible to describe each home 
thoroughly in terms of the amount of privacy available and of pro- 
visions for the circulation of occupants. Although room-person 
ratio is not necessarily indicative of the adequacy of housing, it 
may offer a crude index of the privacy possible. Privacy, Chapin 
suggests, may affect emotional and mental responses. Some spon- 
sors supported this when they attributed the patient’s success on 
convalescent leave in part to the fact that “he had a room of his 
own to go to.” Tables 16 and 17 give the findings. 


Table 16. Room-Person Ratio 





Before On convalescent 
hospitalization* leaves** 
Failures Successes Failures Successes 





NE Oe inc ceusdeaseceanasee aun ore 12 8 10 6 
PD Wk coin bc ds AnieheR ene Semone ehak 41 41 51 47 
BD Aish s 06s sacanenmean knee eamnaee ne 26 26 27 26 
PES kids VN ris sd aceseeen eR aemiagmeecoen 13 9 9 8 
BIO Ne OE Bio. k a niece caddie cenluniee suns peees 5 6 3 6 

BOE cr Siao tes cadence eek eesacueun pice ae 97 93 97 93 
RN i006 065i ie 654A EASA OER R RCO NOO 3 7 3 7 

| RE RER pie teerartiney cane ros (na eTey 100 100 100 100 





*Chi-square is 1.65; d. f., 4; probability approximates .80. 
**Chi-square is 5.04; d. f., 4; probability is less than .3 and greater than .2. 


Table 17. Change in Room-Person Ratio* 





Failures Successes 





Higher ...ccccccscccccecccves Devccccccsccccces covccce coves 9 16 
SE i iiiun husk 656 Nes RNG n EES SGbe base anles PeeN brebiew b56 Obes 70 64 
re er earner a oe Fame ov nie Geen oe ne ge ae Gn er 18 13 
MN. 562.) vcdivdibe ane 6d CORRES EROS DKEGE CHOERASE DSWD 97 93 
SE. hac 60k aee<awndeneoeee (Saws Me ORATOR tC Kea seas Kee 3 7 
SE i vais 5 AA nase SRLS AERA CRASS S UHRERUR Gch tees s Oe 100 100 





*From pre-hospitalization to leave period. 
Chi-square is 2.6; d. f., 2; probability, between .3 and .2. 
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Although none of the three measures was significantly associated 
with outcome, the differences in distribution of room-person ratio 
on leave and the relative levels of the ratios were of a degree that 
warranted inclusion in the pattern analysis which will be described. 

The following variables were found to be suitable for multivari- 
able analysis by means of the linear discriminant function: 

Group I: participation in least intense social activities, partici- 
pation in medium-intense social activities; Group II: elapsed time 
between onset and treatment, participation in recreational activi- 
ties, interest in occupational therapy, frequency of visits received, 
duration of hospitalization in all commitments, relative order of 
current commitment, relative order of convalescent leave in current 
commitment; Group III: season of release, room-person ratio on 
convalescent leave, change in room-person ratio. 


Multivariate Analysis and Technique of Prediction 


Having reduced the number of variables to those just listed, the 
writer needed some technique which would make possible “the eval- 
ulation of the relative amount of information for the differentia- 
tion provided by the several measurements... [and would take]... 
into account the inter-relations . . . between the characters dealt 
with.”** The linear discriminant function“ met the need for such 
a pattern analysis and provided a means of weighting each vari- 
able. Each individual received a score which was the weighted sum 
of his raw measures on each variable. Another important product 
of the linear discriminant function was the computation of that 
score value which separates the success and failure groups. 

The implications for prediction may now be obvious. A patient 
ready to leave the hospital could be scored, applying the LDF 
(linear discriminant function) derived weights, to variables present 
in his case. The weighted sum obtained for the patient would then 
be compared with the score established by the present study as the 
cutting point between the success and failure groups. Predictions 
would be made on the basis of which side of the cutting point the 
patient’s score was found. 


As a check of internal consistency the patients in the study were 
classified as successes or failures, using the LDF weights and cut- 
ting point. It was found that all but 15 of the failures, and 17 of 
the successes, were classified correctly in two of the three groups 
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of variables. The use of the LDF derived weights and criterion 
points would have identified most of the two out of 10 patients who 
could be expected to fail,* but who would have been otherwise un- 
identified at the time of release. The primary object of the study 
—the identification of likely failures for the purpose of offering 
them more intensive casework service—was achieved. 

However, if the predictive instrument should prove to have em- 
pirical validity,** the problem remains of explaining the signifi- 
cant associations of certain variables with outcome. Assuming 
that one can predict success and failure of convalescent leave with 
a high degree of accuracy, the question arises as to what services 
are to be offered to the individual who may be expected to require 
assistance. This calls for going beyond the mere identification of 
predictive factors and for executing research into cause-effect re- 
lationships. It is hoped that the present study may be viewed as 
a preliminary to that type of research, and it is suggested that the 
methods and techniques used in the present study may have appli- 
cation to other problems in the prediction of human behavior. 


SUMMARY 


This study was suggested by the problem most hospitals have 
faced in carrying out their responsibility for assisting, mainly 
through social service activity, patients on convalescent leave 
status. 

Chronic shortages of personnel have made it impossible to offer 
service to all patients on convalescent leave. A limited staff might 
be used more effectively if it could focus its efforts on the patients 
likely to fail. 

The primary object was to find factors which would make it pos- 
sible, at the time of release, to predict outcome. Certain factors 
to which predictive value has been attributed were investigated. 
Some were suggested by the writer’s experience; others have ap- 
peared in the existing literature so repeatedly that it seems that 
sheer force of repetition may have given them an importance not 
to be fully substantiated. 

The following hypothesis was advanced: With respect to certain 
variables associated with the pre-psychotic history, with the course 

*Based on how many returned of the total number given convalescent leave. 


**This was to be tested in the summer of 1954 on a new group of patients currently 
released from Warren State Hospital on convalescent leave. 
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of the illness, and with the convalescent leave situation, there is no 
significant difference between criterion groups. The criterion, 
which was the patient’s ability to remain out of the hospital for 
one year, was demonstrated to have differentiated for practical 
purposes between patients in satisfactory remission and those who 
had relapsed. 

Success and failure samples of 100 each were chosen from a two- 
year group of patients going on convalescent leave. Preliminary 
analysis involved using the Chi-square technique to test the sig- 
nificance of observed differences in the distributions of each vari- 
able in the criterion groups. Significant factors were subjected 
to multivariate analysis, using the linear discriminant function, 
and appropriate weights were derived for each factor. 


School of Social Work 
University of Missouri 
Columbia, Mo. 
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THE STATE HOSPITAL AS A UNIVERSITY TEACHING CENTER® 


BY IRVING 8. COOPER, M. D., FRANCIS J. O’NEILL, M. D., AND 
THOMAS I. HOEN, M. D. 


Since 1951, there has been developed at Central Islip (N. Y.) State 
Hospital, a neurosurgical service under direction of the department 
of neurosurgery of New York University. Throughout this time, 
many mutual advantages of maintaining such a relationship as re- 
gards patient care, postgraduate medical teaching and clinical in- 
vestigations, as well as other less tangible advantages, have become 
increasingly apparent. This experiment culminated in an official 
amalgamation of this service into the organization of New York 
University ; and it is now designated as the Neurological Investiga- 
tion Unit of the New York University Post-Graduate School of 
Medicine. 

It is the purpose of this brief report to outline some of the bene- 
fits which have accrued from the development of this teaching affil- 
iation, since it is the belief of the authors that the patient popula- 
tion of state mental hospitals forms a vast reservoir of clinical ma- 
terial which has recently been in short supply in many medical 
teaching centers. Conversely, many of the deficiencies of state hos- 
pitals in trained medical personnel can be lessened by the use of 
medical students, interns and residents (other than psychiatric 
residents) in these institutions. Therefore, it is hoped that the ex- 
perience in the development of this affiliated service may be of in- 
terest to others who are in a position to incorporate teaching serv- 
ices of various medical and surgical specialties into the many state 
hospitals where they are sorely needed. 

The affiliation of the neurosurgical department of New York Uni- 
versity with Central Islip State Hospital was originally instituted 
so that specialized neurosurgical services, principally in the realm 
of psychosurgery, could be made available to selected patients in 
the latter hospital. During the early months of this association, 
the Central Islip medical staff found many additional instances 
wherein consultation with the attending neurosurgeon would assist 
them in caring for a population of over 9,000 aged or chronically ill 
individuals. Thus, in the ensuing months, the gradual develop- 


*Read at the Downstate Interhospital Conference at the New York State Psychiatric 
Institute, New York City, on April 8, 1954. 
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ment of a full-fledged neurosurgical consulting and operating serv- 
ice took place, and neurosurgical care has been given in cases of 
brain tumor, cerebral hemorrhage, subdural hematoma and many 
other entities beyond the realm of psychosurgery. 

As a result of obvious need, a neurosurgical unit with its own 
ward, operating room and roentgenographic equipment was devel- 
oped. This has made possible the provision of complete diagnostic 
and therapeutic neurosurgical services to any of the patient popu- 
lation of this institution without the cumbersome maneuver of 
transferring chronically ill or mentally deranged individuals to 
other institutions. Thus, the primary role of any hospital, patient 
care, has been immeasurably improved by the incorporation of this 
service into its medical armamentarium. It is not difficult to en- 
vision similar affiliated services in other specialties such as internal 
medicine, general surgery, and urology, giving similar necessary 
aid to patients by means of services incorporated into the organi- 
zation of the hospital rather than solely as consultation services. 

As might be expected, other benefits have resulted from this af- 
filiation beyond the primary one of patient care. The increased 
utilization of the hospital as a teaching center has been one of the 
foremost by-products of this relationship. The neurosurgical resi- 
dent of the New York University-Bellevue Medical Center is now 
rotated through the state hospital service for a six-month period. 
The mutual benefits to the hospital and its personnel, to the neuro- 
logical service, and to the resident himself, are obvious. The psy- 
chiatric staff and residents now have the opportunity to call upon 
the services of the neurosurgical service at any time and on short 
notice. A standard-bearer of one of the organic neurologic disci- 
plines is available, not only on the neurosurgical wards, but in the 
staff conferences and clinical conferences, to represent this disci- 
pline in practical and theoretic discussions. Moreover, the neuro- 
surgical resident has the opportunity of studying many clinical 
problems, carrying on certain clinical investigations, assisting at 
all necropsy examinations and availing himself of a considerable 
collection of pathologic material in the files of the department of 
pathology. The presence of a resident in training also stimulates 
the attending neurosurgeons and the associated services to develop 
a more active teaching program at the state hospital level. In 
turn, better work is done for the patients and for the hospital, as 
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well as for the practical education of the residents who rotate 
through this service. 

Finally, in addition to the advantages in patient care and clinical 
teaching, the writers believe that state hospitals offer a stimulat- 
ing, hopeful environment for the practice of active clinical investi- 
gations. The clinical investigations in state hospitals throughout 
the country in the realm of psychosurgery during the past 10 years 
attest to the suitability of these institutions for certain types of re- 
search. It must be remembered, however, that psychogenic illness 
alone does not account for the massive populations of state hos- 
pitals. Geriatric disabilities, arteriosclerosis, hyperkinetic dis- 
orders, mental deficiency and cerebral palsies are among the other 
categories which are abundantly present in state institutions 
and which deserve the attention of trained, interested and capable 
investigators. These should be supplied, in part at least, by the 
country’s great teaching centers. Since 1951, continuing projects 
have been going on at Central Islip State Hospital in the surgical 
therapy of hyperkinetic disorders, cerebrovascular vasoconstric- 
tion and vasodilatation and neuroroentgenology. A stereo-enceph- 
alotome has recently been acquired for further clinical investiga- 
tive work on this service. 

Many less tangible but no less desirable benefits have become ap- 
parent to those engaged in this mutual enterprise. The exchange 
of ideas that a new teaching service stimulates; the development 
of ancillary services such as electro-encephalography ; the renewal 
of interests of a medical college type in the minds of many Central 
Islip State Hospital staff personnel who had not had such contact 
for many years; these and other rewards have become apparent. 
Moreover, the isolated nature of this institution lends itself to the 
reflective approach to certain problems that is difficult to maintain 
in the busy wards of many teaching centers within the heart of a 
large city. Thus, in centers where “clinical material” for teaching 
purposes has become less abundant and it has been necessary to 
substitute “the stones of the lecture-room for the bread of the 
“wards” it might be well to consider further utilization of state hos- 
pitals as affiliated institutions of medical colleges. The opportun- 
ities for improved patient care, postgraduate teaching, clinical in- 
vestigation, and development of ideas which these hospitals offer 
deserve the attention of medical educators and investigators alike. 
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From the point of view of the mental hospital, the affiliation with 
a large medical teaching center has been very productive. <A brief 
résumé of the activities of this unit, as seen by the Central Islip 
State Hospital personnel, is given to illustrate this point. Of first 
interest to the hospital staff, was the establishment of a sound lo- 
botomy program. The research orientation presented to the hos- 
pital by the medical teachers permitted the staff to do a compara- 
tive study of different lobotomy techniques. It had not been possible 
to find, anywhere in the literature, a report of a controlled series 
of pre-frontal and transorbital techniques, and evaluation of this 
problem was the first objective. The hospital has, therefore, car- 
ried on both pre-frontal and transorbital lobotomies together with 
a series of unoperated controls. A preliminary report of this pro- 
ject has been made. Continued interest in this approach has made 
it possible for the hospital to continue a long-range program of 
evaluation of lobotomy techniques. 

Another contribution of the teaching unit has been a stimulation 
of interest in neuroradiology. This, the writers feel, is a greatly 
neglected technique in the state hospitals. One of Central Islip’s 
first neurosurgical residents brought with him an interest in this 
field. As a result of this, the hospital has developed a good neuro- 
radiology service, whereby a large number of interesting neurologi- 
cal cases can be carefully studied by special types of air studies 
and arteriography of the brain. The development of the latter 
technique at the state hospital has led to the establishment of a 
project for the study of the effect of lobotomies on cerebral circu- 
lation. The writers believe this to be an investigative field of con- 
siderable importance. A preliminary report of this work is being 
made up. 

The presence of physicians interested in neurology has led to a 
marked increase in the staff’s interest in this field, with the result 
that cases with obscure neurological disturbances are being uncov- 
ered and treated in the hospital. This has been particularly notice- 
able in cases with cerebral aneurysms and neoplasms of the nerv- 
ous system. 


The mental hospital can take pride in having been of assistance 


in furthering the investigative work of one of the authors in the 
surgical treatment of extra-pyramidal disease. This new investi- 
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gative approach to the parkinsonism problem has been developed 
at the state hospital. 

All the writers recognize the unique opportunity in the state hos- 
pitals for investigative work with the electro-encephalograph. At 
Central Islip, the electro-encephalographic laboratory was estab- 
lished in close proximity to the neurological research unit. It soon 
became evident that the two departments should be in close work- 
ing relationship. Techniques have been developed whereby oper- 
ating-room recordings of the electro-encephalogram have become 
almost a routine procedure. The association with the research unit 
has changed the electro-encephalographic approach from a routine 
diagnostic one, to a stimulating field of clinical investigation. 

The diagram shows the full research organization set-up, as it 
operated during 1954. 


Research Organization: Central Islip State Hospital, 1954 
Projects Under Investigation 
Director of Research 


Co-ordinator of Research 





! 


Research Psychiatrist Clinical Psychiatry 
EEG and neurophysiology Geriatric studies 
Studies in epilepsy Newer sedatives and analeptics 
Drug-induced psychoses Group psychotherapy 


Rehabilitation unit 
Newer anticonvulsants 
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Neurosurgical Studies Experimental Animal Laboratory 
(N. Y. U. Bellevue) Toxicity studies 
Parkinsonism Conditioned reflex studies 
Psychosurgery (Cornell University) 
Stereotaxic studies General surgery studies 
Specialized techniques in ; Genetic studies 


epilepsy and related disorders 


There can be no doubt in the minds of the state hospital staff 
that the establishment of a close relationship with a university 
teaching center has been of great benefit. The staff feels that pro- 
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fessional prestige has been enhanced, and that interest in the field 
of research has been stimulated. The fact that the research unit 
has been able to make contributions in the field of investigative 
neurosurgery has more than justified the hospital’s faith in this 
approach. The staff of the medical teaching center has also been 
rewarded by having at its disposal an interesting variety of neuro- 
logical problems, some of which have proved challenging to the de- 
velopment of neurosurgical techniques. There are already sufficient 
projects in mind to keep us busy for many years to come. At the 
present time, interest has been developed in the stereotaxic ap- 
proach to neurosurgical problems. A stereotaxic instrument has 
been acquired and is presently being calibrated for further appli- 
cation in this field. One cannot begin to investigate all the prob- 
lems that come to mind. It is hoped that Central Islip’s experience 
in this field will stimulate the establishment of other units in state 
hospitals for the investigation of neurological problems. 


Bellevue Medical Center, New York University 
New York, N. Y. 

and - 
Central Islip State Hospital 
Central Islip, N. Y. 








EDITORIAL COMMENT 


EINE KLEINE WELTANSCHAUUNG ! 


It was Freud himself who warned against turning the develop- 
ing science of the human mind into a Weltanschauung. And it is, 
of course, elementary that psychiatry as a medical discipline has 
all it can manage and more in exploring the great unknown jun- 
gle-territory of the human mind which, vast as it is, represents 
only a tiny segment of the galaxy-spangled universe. It is equally 
axiomatic that psychiatry, like every other science, is concerned 
with the business of determining what is and discarding what isn’t, 
with establishing truth and exposing falsity, with relating cause 
to effect and tracing back to cause from effect. But however de- 
manding one’s own task, it is impossible to attend it endlessly— 
without glancing past it to infinity beyond. 


It is impossible to view even a narrowly specialized science as a 
whole, without noting its place against an illimitable and impene- 
trable vastness. And it is impossible for a practitioner of that sci- 
ence to view that vastness without at least a dim sense that he is 
peering through a window bounded by the framework of his own 
specialty. The view, of course, is not precisely the same that one 
surveys from a window framed by one of the other great disci- 
plines. One may conceive, fancifully perhaps, that the jurist’s 
view is that of a visible manifestation of strictly ordered rules. 
And it is not fanciful at all to interpret the theologian’s view as 
primarily teleological. Even the vista embraced by the rest of 
medicine can be expected to differ from the psychiatric. In medi- 
cine in general, man is an organism among other organisms, faced 
primarily with the problems of physical health and survival in a 
universe that is frequently conceived of as a machine too huge and 
too intricate for human comprehension. In psychiatry, man’s mind 
is a bundle, or a congeries, or a melange, or a compound, or an en- 
tity formed of feeling and thought, emotion and mentation, psychic 
current, crosscurrent and whirlpool—until the organism in which 
this turmoil is located may be in danger of being forgotten, and its 
great, impersonal setting neglected. A writer in this journal* re- 


“Linn, Louis: The renaissance of ‘‘neuropsychiatry.’?’ PsycHIaT. QuaRT., 29:3, 
390-402, July 1955. 
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cently quoted Louis Casamajor’s facetious remark that some psy- 
chiatrists act as if they resented the fact that a patient has a brain 
—that this only means more study for their qualifying board exam- 
inations. One should, of course, modify this statement, hastily and 
substantially. 

As this contributor to THe QuarTerLy pointed out, psychiatry 
and neurology are converging again through the pressure of scien- 
tific developments, until “neuropsychiatry” promises once more to 
be a fundamental medical concept. We have all observed that the 
best and most widely used of our purely psychological investigative 
tools, the Rorschach examination, is uncanny in its ability to point 
to physical (central nervous system) damage. We have all seen 
syndromes accompanying, and apparently caused by, brain impair- 
ment, which were indistinguishable from purely “functional” dis- 
orders where there was no detectable neuropathology. Disregard 
it practically as we will, nobody really doubts that structure and 
function form a single entity; outside neurology proper, the whole 
new specialty of psychosomatic medicine has had to be developed 
. to deal with a long list of emotionally caused or emotionally ex- 
acerbated “organic” disorders. And in virtually all our better 
texts and our theoretical discussions, we stress, to student and 
practitioner, the fact that the traditional mind-body dichotomy is 
unreal, that we must consider and treat the person as a whole, that 
we cannot put one thing on one side of an artificial dividing line 
and another thing on the other. 

Yet however consciously and earnestly and honestly we may at- 
tempt to widen our frame of reference—enlarge the frame of the 
picture window through which psychiatry sees the world—we are 
all prone to gaze from our own positions in it. One may imagine 
a few at one side, so imbued with organic teachings that their views 
are nearer neurology than psychiatry, more at the opposite side 
who act as if their branch of medicine had no organic base, and a 
central group, which one may hope is growing, where there is an 
attempt to obtain a balanced view. Nevertheless, we all—from the 
extreme dynamist to his extreme opposite—share a general vant- 
age point from which our outlook differs widely from those of oth- 
ers whose concerns are with our identical human material. And 
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nowhere are the differences more pronounced or more important 
than where the human aspects dealt with are not the physical but 
the intangible forces that the jurist sees as the regulatory and 
judgmental, the psychiatrist judges to be emotional as well as men- 
tal, and the theologian considers to be spiritual and eternal. 

Since the dawn of the twentieth century, psychiatry has had 
some sort of impact on nearly every department of human art and 
learning, from the interpretation of history to the writing of mod- 
ern fiction. It has nearly revolutionized cultural anthropology and 
the study of myth and folklore; and it has brought about an actual 
revolution in another science in inspiring the development of clini- 
eal and dynamic psychology alongside the psychology of the tra- 
ditional school. But on nothing has psychiatry impinged more 
strongly than on the ancient and honored disciplines of law and 
theology. It would be misrepresentation to see its impacts on those 
disciplines as simple conflicts; but they have occasioned strongly 
divergent viewpoints, and they are matters of present and continu- 
ing concern. 

These are points to which much attention and a great deal of 
thought have been given. This journal, for example, recently pub- 
lished, in a single issue, papers on two aspects of psychiatry and 
the law.* The problem of the crossroads where religion meets psy- 
chiatry has been similarly discussed in two contributions on the 
role of the mental hospital chaplain, and this QuarTeRty itself has 
commented on it previously.** As further evidence of the import- 
ance of this latter area, one may cite a paper by a contributor on a 
primarily psychological-philosophical subject, but one bearing di- 
rectly on a matter that is also religious—the question of psychic 
determinism versus free will—and consequent editorial comment 


*Sobeloff, Simon E.: From McNaghten to Durham, and beyond. PSYCHIAT. QUART., 
29:3, 357-371, July 1955. 

Overholser, Winfred: The present status of the problems of release of patients from 
mental hospitals. PSYCHIAT. QUART., 29:3, 372-380, July 1955. 

**Franzblau, Abraham N.: Functions of a chaplain in a mental hospital. PsycH1at. 
QuarT. SUPPL., 28:2, 181-191, Part 2, 1954. 

Harman, Everett R.: Function of a chaplain in a mental hospital. PsycHiaT. Quart. 
Supe.., 29:1, 71-80, Part 1, 1955. 

Editorial: We stand on common ground. PsyYCHIAT. QuaRT., 22:1, 152-155, January 
1948, 
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thereon.* This journal’s concern with these questions is presented 
here as a very small but conveniently-made sampling of the psy- 
chiatric literature.. Throughout the profession, there is at least 
equal display of interest wherever the question of the boundaries 
of psychiatry, or of its common ground with another discipline is 
raised. And it is raised daily, for the boundaries are not only 
ill-marked but are liable to constant shifting. 

The purpose of this discussion is neither to attempt to bound the 
illimitible nor to define the undefinable. It is rather to point out 
that there is more light presently available for the study of these 
disciplinary no-man’s-lands than is generally made use of, to sug- 
gest that more study would benefit all the contiguous disciplines, 
and possibly to suggest where even a little more light for the pur- 
pose might be obtainable. 

One might, perhaps, begin by consideration of areas where over- 
lapping is so extensive and so thoroughly accepted that, except 
when an occasional irritating incident develops, little thought is de- 
voted to them. There is, for example, the practice of psychoso- 
matic medicine, which combines elements from the specialties of 
psychiatry and internal medicine with the art of diagnosis; it 
seems to be gaining general acceptance in theory and great pro- 
ficiency in practice, without much opposition except from a 
few last-ditch die-hards. There is the area shared by psy- 
chiatry and neurology, where an occasional spectacular mis- 
diagnosis leads to recriminations, but where, in general, the 
specialists are respectful of, and glad to benefit by, each 
other’s disciplines. There are the cases of anthropology and 
archeology, where almost all modern interpretive work shows 
the influence of the dynamic psychological schools of Freud 
or Jung, with the same observation equally applicable to mod- 
ern studies of myth and folklore. Finally, there is the instance 
of psychiatry and clinical psychology—with practitioners of the 
two specialties frequently basing their work on the same ideology, 
co-operating toward the same end, and sometimes even using the 
same methods. It is true that there is much confusion over their 
common boundary line, true that the boundary line has done much 

“Lowrey, Lawson G.: Psychic determinism and responsibility. PsycHIAT. QuaRT., 
27:4, 543-562, October 1953. 


Editorial: As anyone can plainly see, PsycHiaT. Quart. SupPL., 28:1, 131-143, 
Part 1, 1954. 
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shifting, and true that what a trade unionist would call a jurisdic- 
tional dispute sometimes generates much heat; but it is also true 
that the two professional groups thoroughly understand and gen- 
uinely respect each other. And in general, from psychosomatic 
medicine to the study of folklore, an investigator in one field could 
move to the picture window from which any other of those special- 
ties looks on the things that be—without any great sense of 
strangeness. 

It is to be supposed, on the contrary, that the viewpoints of psy- 
chiatry, theology and the law, all concerned with the same human 
problem, afford distinctly different vistas—if the viewpoints them- 
selves are not widely separated by fundamental differences. That 
does not necessarily mean conflict, or even irreconcilability ; it may 
mean misunderstanding. If observers here, those on a planet in 
the lesser Magellanic Cloud and those on some unknown world in 
the star-spiral (M33) of Triangulum, were to see the same object 
as a faint nebulosity, a star cluster or a well-defined constellation, 
one could not dismiss any of these views as false. It could be sug- 
gested that if one views the world as a psychiatrist and reports a 
result as different from that of the theologian as a nebulosity is 
different from a constellation, the fact does not make either the 
psychiatrist’s or the theologian’s view false. It is likely to mean, 
however, that when psychiatrist, theologian and student of the law 
come together to discuss their viewpoints, they will not understand 
each other. And the point could be made, of course, with reference 
to numerous other disciplines—though perhaps to none who com- 
prehend identical material more divergently. 


There should be apologies for presumption in attempting to out- 
line the legalistic viewpoint. But when all that are due are made, 
it may still appear to psychiatrists that law looks upon itself as a 
great impersonal frame, regulating human conduct. The earth ro- 
tates and revolves, the tides ebb and flow, the seasons succeed each 
other according to scientifically determinable principles. Law, 
ideally, from the lawmaker’s and law-enforcer’s point of view, is 
the extension of such principles to human affairs. It is no accident 
that we speak most inappropriately of such matters as the phenom- 
ena of gravitation, chemical combination and physiological pro- 
cesses as governed by “natural law”; our first codes of law were 
believed sanctioned by the same forces that ordered the progres- 
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sion of the sun across the sky and the unfailing succession of day 
and night; we now reverse the process and read back into what are 
in reality descriptions of the phenomena of the world about us, the 
sort of “final” pronouncements that characterize human law. The 
great difference between human and natural “law” is that human 
law can be modified and amended by appropriate procedure and 
according to accepted rules, while the principles of behavior of 
natural phenomena—which we call natural law—cannot be affected 
by human action at all. 


Psychiatrists join with other men and other citizens in upholding 
the ideal of government, not by men, but by law. They aim, like 
others, to respect the law; they operate, as doctors, in a sphere 
carefully delimited by law; they need the law; more than most peo- 
ple, they are aware of the factors in human nature which make im- 
possible those dream-utopias where all are well-behaved and happy 
without any law at all. But where the lawyer looks at the law as a 
carefully-erected, precision-made, human mechanism within which 
the majority of men live and direct their activities, the psychiatrist 
looks primarily at the material from which the law is constructed— 
the complex and inscrutable stuff of the human mind. This, in the 
first place, is unreliable material, an almost random mixture of 
mentation and emotion, conscious and unconscious—with products 
such as a metallurgist might achieve by casting bronze with con- 
stantly shifting ratios of tin and copper. It is reasonable from 
the one point of view to seek better instrumental design and 
greater precision, and it is equally reasonable from the other to 
wonder if much effort is not being wasted in putting a high polish 
on a weak and crumbly sinter. 


The points at issue are manifest and have been discussed to ex- 
haustion. The question of punishment for homicide is the out- 
standing instance, with the law attempting to frame general rules 
(based on medical opinion at one time or another) so that the psy- 
chiatrist can answer, “yes,” or “no,” to some question designed to 
determine conviction or acquittal, and with the psychiatrist con- 
tending that in cases involving mental disorder no such general 
rules and no such categorical answers can be valid. This is an in- 
stance where progressive legal opinion is tending toward the psy- 
chiatric point of view; Judge Simon E. Sobeloff, whose paper in 
this QuarTERLY has been cited, is solicitor general of the United 
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States; he favors a solution by which medical testimony can be pre- 
sented freely to the jury, which can then determine whether a crime 
is the result of mental disorder. And Judge John Biggs, Jr., chief 
judge of the Third Judicial Circuit of the United States, in The 
Guilty Mind: Psychiatry and the Law of Homicide*, the third 
Isaac Ray Award book and the first to be written by a member of 
the legal profession, calls for the collaboration of law and psychia- 
try to frame rules of trial conduct—instead of one or more sharp, 
legal criteria—that will come closer to achieving justice where men- 
tal disorder is involved. The legal viewpoint is becoming modified 
here toward a position in which not all rules are seen as inflexible. 

There will still be wide—and probably healthy—divergence. 
There has been much and continuing criticism of the Nuremberg 
trials of the German war criminals on the grounds that they were 
convicted under ex post facto law, that their crimes were not crimes 
when committed, that there was no precedent for the court which 
tried these men and no precedent for their conviction. Nobody who 
holds individual freedom in high regard would deny the importance 
of, or decry emphasis on, precedent. In the days before statute 
law largely replaced the common law in this country, precedent was 
the individual’s greatest protection against legal oppression; and, 
where interpretation of statutes is concerned, it is not less consid- 
erable today. Judgment and punishment by the criterion of what 
the courts had decided to be justice in the past used to be the best 
insurance of the ordinary man against caprice and oppression by 
the law; it was his warrant that something done innocently and le- 
gally would not suddenly be declared wrong and illegal—and he be 
punished for it. But the observer of the law from without will 
note that somebody must establish precedents. And establishing 
a precedent is, by the nature of things, itself a lawless act, one with- 
out precedent. Magna Charta and the American Declaration of 
Independence were lawless unprecedented acts, established by 
force majeure. If the Nuremberg trials formed another, the prob- 
lem may well be quite as much psychological and psychiatric as le- 
gal—whether it is better for the conscience of mankind to leave 
mass murderers and the killers of women and children not called 
to account, or better to call them to account “illegally.” And 


*Biggs, John, Jr.: The Guilty Mind: Psychiatry and the Law of Homicide. Har- 
court, Brace. New York. 1955. 
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whether the precedent thus established by force is, as may be 
hoped, that genocide and atrocities will be punished in future, or is, 
as some fear, that leaders of the losing side in a war will be exe- 
cuted, we can leave to the future to determine. For the present 
purpose, it is enough to observe that the attitudes of the law and 
psychiatry toward such a phenomenon are likely to be radically 
different. 

It should be observed also that the attitudes of the law and the- 
ology on this same point are likely to be as radically different. 
Since the Lord set his mark on Cain, it has been a generally ac- 
cepted religious tenet that murder should not go unpunished, 
though not necessarily unforgiven. Here, many psychiatrists and 
many clergymen would be in agreement, though not for the same 
reasons. 

Psychiatry is concerned with the emotional and mental welfare 
of mankind, religion with man’s spiritual welfare. These are not 
necessarily identical, though not necessarily different. Psychia- 
try’s problem is one of mental health, theology’s one of moral. The 
psychiatrist passes no judgments as to right and wrong, at least in 
theory (one cannot imagine the most sincere advocate of nondirec- 
tive methods failing to act to block plans for a murder). The 
clergyman does judge of right and wrong, at least in theory (there 
are many instances where his attitude is not entirely judgmental). 

As the law sees a universe of order, and psychiatry a not always 
orderly field for scientific investigation, theology sees a creation, a 
purpose and a goal. As there are between law and psychiatry, 
there are problems, too, to be resolved between religion and psy- 
chiatry. They are areas again of difference rather than of con- 
flict; and the differences can be handled successfully, as the in- 
creasingly-important office of mental hospital chaplain shows, and 
as the articles on the chaplaincy by Franzblau and Harman in this 
journal demonstrate. A further difference in the psychiatric and 
religious points of view is provided in an acute observation by 
Father Harman. The church’s concern is with man’s conduct and 
ideas, their rightness or wrongness, morality or immorality, on the 
conscious level; psychiatry’s concern is with man’s depression or 
elation, his feelings of impotence or omnipotence, his guilt or his 
calloused absence of it, on the unconscious level—or on levels de- 
riving from the unconscious. 
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Man’s law is, like his religion, to be considered primarily on the 
conscious level. Psychiatry cannot be expected to ignore or mini- 
mize what it considers to be large unconscious elements in both; 
but neither can law or religion be expected to ignore or minimize 
the towering achievements of intellect and feeling—constructs of 
the conscious—which make up the body of both. Psychiatrists 
have been known to confuse, not only patients but other psychia- 
trists, by failure to make clear when they are discussing uncon- 
scious levels, and what they are discussing on unconscious levels. 
As an instance, consider such misguided dream interpretations as, 
“This dream incident represents a wish to kill your father,” with- 
out explaining that the wish is unconscious and that an unconscious 
death wish does not mean precisely what a conscious one does. It 
is not remarkable that lawyers are sometimes confused by psychi- 
atric testimony and that clergymen sometimes completely misun- 
derstand psychiatric discussions. We have not done the best pos- 
sible job of public relations in our contacts with these confreres. 
Psychiatrists have made much of the coin of ambivalence, yet have 
not always rendered payment in it when it fell due. If the obverse 
of the coin is hatred for the father, the reverse is love. We have 
not always taken the pains we well might, when we must emphasize 
socially undesirable human traits, to make plain that the desirable 
are human attributes too. 


Psychiatry derives strong ego-support from the feeling that it 
has much to contribute to every other branch of human knowledge. 
This is as it should be, particularly since psychiatry has frequently 
been forced on the defensive by other sciences, even by other 
branches of medicine, with scornful comparisons of “inexact” psy- 
chiatric observations and illogical theories to the precise mathe- 
matics, the micro-measurements and the faultless logic of psychia- 
try’s detractors. Psychiatry has, to everybody’s benefit, amply 
shown that research into the mind is more reliable than once sup- 
posed, and that certain other sciences are less exact than once sup- 
posed—since they are human instruments. But the contrary also 
should hold. If psychiatry has contributions to make, it also has 
contributions from others to receive. 


In the case of the law, psychiatry has contributed much to the 
study of motivation—to the unconscious parts of the human drives 
that have created the law, to the unconscious elements which have 
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helped frame it and which enforce it. It has aided, as the articles 
by Judge Sobeloff and Dr. Overholser, and many others, have 
demonstrated, in improving the human data on which our theories 
of responsibility before the law are based. It has helped the law 
in many instances to diverge from however logical theory toward 
scientific and human actuality. No modern practitioner of the law 
would deny the fact of psychiatric contributions or their worth. 
One questions whether the law’s contribution to psychiatry is 
equally appreciated or is even generally recognized at all. Besides 
giving the indispensable framework within which psychiatry fune- 
tions and the indispensable protection that practitioners of psychi- 
atry must have, law is as splendid an example as our culture af- 
fords of an ego-construction consciously designed to meet human 
needs. Law must have emerged from ritual and taboo as an in- 
strument to govern man’s earliest settled societies. In this twen- 
tieth century of our era, we can look back to the twenty-first cen- 
tury before Christ and see across more than 4,000 years the great 
legal Code of Hammurabi; and this is by ao means the first of 
which there are records. Hammurabi claimed divine sanction for 
his laws, as did Moses later; Hammurabi’s code governed proced- 
ure in very human courts; and the Mosaic framework supported a 
great superstructure of human elaboration and interpretation. The 
law has changed past recognition in spirit and content; but its 
purpose and its purport are unchanged; the Mental Hygiene Law 
in force in New York State today and the laws of all our vanished 
centuries, well beyond Hammurabi, are, alike, human endeavors to 
govern human conduct by taking thought of the appropriate rules 
for human behavior—and prescribing sanctions when those rules 
are violated. They are conscious efforts to establish laws for man- 
kind like the laws that observation suggests—however incorrectly 
—govern the inanimate and unhuman parts of the universe. 


Psychiatrists are often accused—and unjustly so—of neglecting 
the conscious. It would more accurately be said that they are in- 
clined to take the conscious for granted. The unconscious appears 
to loom in the foreground of the psychiatrist’s peculiar sector of 
the scientific landscape, because it is in the unconscious that men- 
tal and emotional derangements originate; and psychiatry is likely 
to view the conscious as something seen at a distance across a wil- 
derness of the unconscious. For the sake of communications and 
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mutual intelligibility, a little more psychiatric emphasis on the 
things we take for granted about the conscious might be indicated. 
We owe to the ego—and to the conscious part of the ego in particu- 
lar—every jot and tittle of every accomplishment the human race 
has ever made. Even genius, if it originates in the unconscious, is 
mediated by the conscious ego to accomplishment. The order that 
the conscious strives for and that the law represents may be sought 
from unconscious needs; but the aim is one of man’s most charac- 
teristically conscious and most towering achievements. If there 
are other entities who plan, arrange, dispose of, set in order, and 
endeavor to live by, rules arrived at by taking thought and by pro- 
cesses of logic, the human race has not discovered them yet. 


Psychiatry has, through necessity, emphasized the power of the 
unconscious. But, to see man’s achievements as a whole, one must 
also see human consciousness and recognize the power of human 
consciousness. The rules of law, the ideal of government by law, 
not men, the attempts to write human security and human freedom 
into law, are framed by consciousness. To judge by their univer- 
sality, they are also products of something common to all men, 
something characteristic of humanity, something based broadly on 
human character—and developed along common lines by common 
trends in human thought. One might not care to debate the propo- 
sition that thought is as universally fundamental as instinct; but 
it is as fundamentally human, and much more characteristically 
human. Even when faced with derangement of the non-thought 
processes, it is through thought at last—through the conscious— 
that the psychiatrist penetrates to the unconscious. The uncon- 
scious may be in the forefront of the psychiatrist’s view, but it is 
—unless he is a genius or himself schizophrenic—through the con- 
scious that he reaches it. And the processes of the conscious, its 
striving for order, its thought for the morrow, its architecture of 
the social structure, with the tremendous girders and the massive 
walls of the law as a majestic example, represent the finest goals 
and the highest aims of mankind. These are things about man and 
his nature to be seen plainly in the discipline of the law; and psy- 
chiatry can well learn them from it. 

If the law is a distinctly human attribute, so is religion; there is 
not much reason to think that even the most intelligent and most 
highly domesticated of the “lower” animals have even an inkling of 
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it. It is an accomplishment of man or a gift of God to man or a di- 
vine revelation to man—at any rate, it is solely man’s possession. 
Upon the doctrine, theology or even teleological cosmology of re- 
ligion, neither psychiatry nor any other branch of science has any 
direct impact. Psychiatry, like other scientific disciplines, has 
helped religion free itself from clinging and hampering supersti- 
tions—in fact before psychiatry developed as a science, the whole 
matter of mental derangement was explained on a superstitious 
basis which happened to be religious, ),ossession by the devil. Re- 
ligion, medicine and the victims of psychosis have all profited by 
the discovery that derangements are diseases, not possession by 
the devil; the fact is so thoroughly accepted that we are inclined 
to dismiss all demonology as delusion and ccnsider all its followers 
mental irresponsibles—whereas worship of the devil did actually 
exist as a heathen sect in medieval and recent times and may still 
exist in both Europe and America. But the stripping away of su- 
perstition is to affect doctrine and religious theory only indirectly. 
With creeds, cosmologies, systems of belief, the contact of the psy- 
chiatrist is as an individual believer or unbeliever, not as a scientist 
or a medical specialist. In loose and not wholly accurate terms, 
science is a body of observable (sometimes experimentally verifi- 
able) facts and the inductions made from them; religion purports 
to demonstrate a cosmic teleology, and to explain origins and rela- 
tionships, and the position and the proper role of man in regard 
to the universe and its Creator. 

Psychiatry, as a branch of medicine, deals with the real but in- 
tangible matters of mind and emotion. The intangibles with which 
religion deals are not those same things at all—though one sup- 
poses there are relationships. Psychiatry, in its own sector of sci- 
ence, is concerned with truth and untruth, religion with right and 
wrong; psychiatry with health and disease, religion with sin and its 
forgiveness and atonement. As long as they do not mistake each 
other’s fields for their own, there is no reason for the psychiatrist 
on the ward and the chaplain in the institution to be in conflict. And 
as long as the private psychotherapist respects his patient’s re- 
ligion and his patient’s pastor does not try to use religion to cure 
neurosis, there is no reason for private practitioner and clergyman 
to be in conflict. 


In the wider aspects of creed and doctrines, religion deals with 
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matters on which the prudent scientist may decide he has no right 
to express an opinion. The methods and the viewpoints of the phy- 
sical scientists of today and those of the priest-scientist (or medi- 
cine man?) of two or three thousand years ago differ qualitatively 
—they reason from different premises; but the principal difference 
in their data is not qualitative but quantitative; the modern scient- 
ist has more. The ancient cosmologist believed he had pushed the 
veil back a few thousand years (there were a few more ambitious 
exceptions) and that he knew how the Causer of Causes framed the 
world within its firmament; the modern scientist is rather sure he 
has pushed the veil back at least four billion years, or maybe six. 
Of the Cause of Causes, modern science tells nothing. Science does 
not know or pretend to know Who framed the architecture of the 
galaxies or whether it was framed at all; science does not know 
what creation was, when it occurred, whether it is still occurring— 
there are astrophysicists who believe they have evidence that hy- 
drogen atoms are still being constantly “created” in “empty space” 
—or whether there never was a creation. In the nature of science, 
there will always be such unanswerable questions. Those who seek 
answers to what science cannot answer, must seek elsewhere. The 
conflict of ideologies comes only when religion insists on a tradi- 
tional explanation for something for which science has found a fac- 
tual answer, or when science insists that religion produce scientific, 
not religious, answers to religious questioning. It should be re- 
marked that attempts to invade each other’s ideological territory 
are, in practice, rather unusual. 

That religion has learned and is learning from psychiatry is cer- 
tain enough. There has been a wealth of discussion, more of it ad- 
dressed to the clergyman than to the psychiatrist, of the psycho- 
logical factors—of aspects of mental health and ill health—met by 
the clergyman in counseling and ministering to his people. There 
are magazines devoted to the subject. 


That psychiatry can and should learn from religion is less well 
recognized. But religion preserves and promulgates and teaches 
the principles by which men have lived and made their halting 
progress since time unguessable. There are the questions of right 
and wrong, morality and immorality. Psychiatry’s practical con- 
cern here is that adherence to the wrong and defiance of the right, 
the practice of immorality and the flouting of morality, generally 
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evidence profound disturbances of mental and emotional health. 
Psychiatry’s view of these matters is likely, too, to be more rela- 
tivistic and less dogmatic than is that of the churches. Psychiatry 
notes that there were times and places when “an eye for an eye 
and a tooth for a tooth” was right, when it was wrong to start a 
new year or found a new city without a human sacrifice, when it 
was moral for men to have numerous wives and considerably more 


concubines, and to slay all males of a defeated enemy and enslave 
all females. 


But psychiatry sometimes talks as if its concern with these 
things was no concern at all, as if, in fact, right and wrong, good 
and evil, morality and immorality did not exist at all. These things, 
of course, are real. If one insists on a scientific explanation which 
possibly does not explain, one can see them as creations of the hu- 
man spirit, not as products of theology, but the whole course of his- 
tory testifies to their reality and their profound influence. So does 
the behavior of scientific men and women, including psychiatrists, 
today. There is probably no business, social or professional group, 
including the clergy, where conduct based on strict notions of right 
and wrong and on firmly-held moral principles is observed more 
obsessionally than among scientists, including psychiatrists. The 
attraction of its workers to science and to medical science in par- 
ticular, is often glibly explained by the psychiatrist as the dy- 
namics of sublimated voyeurism; but the scientist is more than a 
sublimated voyeur; he is an altruist as well; there are better-pay- 
ing and more exciting ways to sublimate voyeurism than to become 
a scientist. Of course altruism has its own obscure dynamism, with 
primitive sources, some of which are not for parlor conversation, 
but no diagram of dynamics can veil the clear fact that altruism, 
in being, if not in origin, is one of the most socially and individ- 
ually valuable accomplishments of the human race. 


The ethics, the moral principles, the values placed on human life, 
human freedom and human endeavor are pretty much the same for 
psychiatrists and the earnest supporters of today’s houses of wor- 
ship. But psychiatrists are prone to shrug them off, admit them 
shamefacedly, support them firmly but reticently, while the active 
propagandist for a creed promotes them publicly. If there are ex- 
ponents of religion who could learn from psychiatric practical ex- 
ample, there are also psychiatrists who could learn from the ex- 
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ponents of religion that no shame is to be attached to the public 
profession of ideals. 

The ideals by which we all live were developed slowly through 
ages of human experience before modern science and its methods 
were born. They have a very practical validity, as concerning the 
relations of man and man, man and God, man and the Cosmos. 
They are not, by any means, confined to religion today—consider 
the venerated ancient Oath of Hippocrates, taken in the name of 
long-dead Apollo—but, in general, it is to religion that we owe their 
gradual refinement through past ages and their preservation to 
our own. 


The ethos of our day has been profoundly affected by science, 
but neither its principles nor their application in practice have 
complete scientific validation. Much of what we know to be good, 
consider to be for the glory of God or the welfare of the race has 
sanction and empiric justification rather than proof. This includes 
some of the most valuable elements in our cultural inheritance and 
some of its clearest pointers to a better future. It includes the ele- 
ment of faith. Whether the clergyman calls it faith in God and the 
unchurched among psychiatrists faith in humanity, it is still faith 
—and is as important a foundation stone for our science as for the 
churches. And, of course, many psychiatrists would share the re- 
ligious definition of it. 

If this discussion has any resemblance to a sermon, living or 
dead, it is coincidental. Its aim has been to consider informally 
the fact that, whatever warnings one may respect against creating 
a psychiatric Weltanschauung, the psychiatrist cannot avoid seeing 
his specialty against its background, and that he may see it more 
clearly and with more appreciation if he considers the viewpoints 
of other disciplines which are part of that background and which 
deal with his own human material. Because the points of contact 
with law and religion have had much attention lately, the legal and 
theological outlooks on psychiatric and on general problems have 
been mentioned in particular. Psychiatry is a science; but it is, at 
the same time, a natural, a social and a behavioral science. It can- 
not abandon, or compromise with, the scientific viewpoint; but it 
can learn, and make advances, from the viewpoints of others con- 
cerning society and behavior—there appear to be truths in them 
to which psychiatry should render more substantial service. 
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This is more practical than theoretical and so does not represent 
the Weltanschauung against which there has been warning. Any 
discussion like this, however, must include elements of the sort of 
philosophizing that Freud told analysts to avoid. 

But there was the case of an enterprising young wood-butcher, 
assigned to help a craftsman on a ticklish job. “Careful,” said the 
craftsman as the young fellow raised his hammer in the air, “this 
job is fine cabinet-work, not carpentry. No hammer dents!” 
“What,” screamed the novice, “No dents at all? Not even little 
ones?” 

No world-embracing philosophical construct? Certainly not! 
But it is difficult to swing a hammer as heavy as psychiatry’s with- 
out making even a little dent. Maybe “ewe kleine Weltan- 
schauung?” 
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The Lowenfeld Mosaic Test. By Marcaret LOWENFELD. 360 pages. 
Cloth. With 144 colored plates in separate container. Newman Neame 
Ltd. London. 1954. Price $10.00. 


The Lowenfeld Mosaic Test has been in use for nearly two decades in 
England and appears to be gaining in popularity in the United States. It 
has been used less here than in Europe, because there has been lacking a 
text of the kind that is finally provided in this book. It is a manual that 
has the advantage of material based on many years of experimental and 
clinical use. 

The Lowenfeld Test materials consist of colored plastic chips in a num- 
ber of geometrical forms. These are presented to the subject who is asked 
to place them, in any number and combination of form and color, to make 
a design on a tray. Effects of movement can also be represented in the de- 
signs, so that the test can be seen to bear a close relationship to the Ror- 
schach determinants of form, movement, and color. It appears to stand 
in the same relation to the Rorschach inkblot test as the Make-A-Picture- 
Story test stands to the Thematie Apperception Test. For example, in the 
MAPS there are cut-out figures which the subject places on various back- 
ground scenes and so constructs his own TAT situations. In the LMT, the 
subject also constructs his own designs, but of much less structured ma- 
terial, of the character of the inkblots of the Rorschach. 

The mosaic test is more of a performance test than the Rorschach, and 
greater significance is attached to the manner of response in the construc- 
tion of the designs. As with most projective tests there is the problem of 
validation and adequate normative data. This is further complicated by 
the apparent sensitivity of the test to cultural differences. Thus, a design 
which would be considered normal for an American might be interpreted 
as neurotic or psychotic if given by a European. Partly offsetting this 
complication, are reproductions of sample designs, including those taken 
from different cultural groups, which are contained in a boxed set of 144 
colored plates provided with the book. 

Sections are devoted to description of the test, classification of the de- 
signs, and use of the test in studies of children, studies of subnormal intelli- 
gence, normal personality, neurosis, mental disorders, and cultural prob- 
lems. The book is certain to stimulate interest and wider use of the test by 
psychologists and psychiatrists. 
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Psychology as a Profession. By Ropert I. Watson. 65 pages. Paper. 
Doubleday. New York. 1954. Price 95 cents. 


What is a psychologist? What is the nature of his training? And what 
may one ask of him ? These questions are becoming increasingly important, 
and in need of a clear, unequivocal answer. With the ever-broadening 
ranks of psychologists with many specializations and orientations, it is un- 
derstandable that the layman and even the neighboring social and medical 
sciences, should have a hazy concept of what role the psychologist does fill 
in the professional community. One area of immediate and rather heated 
concern at the present, is in the division of responsibility between the clini- 
eal psychologist and the psychiatrist in the study and treatment of be- 
havioral pathology. Dr. Watson attempts to answer such questions. He 
delineates the various areas of psychology, the nature and extent of train- 
ing required for each area, and duties and obligations each assumes. Briefly 
and lucidly he outlines the problems which confront any attempt to erystal- 
lize the role of the psychologist, such as his participation in therapy, his 
certification, his relationship to medicine. 

In brief, this is an excellent summary of the major difficulties confront- 
ing any attempt to write a legal and scientific definition of the psychologist. 
It is heartily recommended to all, especially to the psychologist’s suspi- 
cious kinsmen in the medical sciences. 


Mind and Performance. By Harotp KENNETH FINK. 113 pages with 
illustrations. Cloth. Vantage. New York. 1954. Price $3.00. 


More in the nature of a technical monograph, this little book attempts to 
bring more light to bear on the problem of determining the relative levels 
of intelligence of several different species of animals in relation to man. 
Often the layman will attest to the superiority in intelligence of the horse, 
the dog, or cat, or whatever his favorite pet is, though with little evidence, 
if any, to support his contention. A number of scientific studies have en- 
deavored to find some empirical distinction between the various species; 
the present work is an example. 

The author employs a simple maze, the learning of which is the measure 
of intelligence for each species. Subjecting nine different types of animals 
to this ‘‘intelligence test,’’ the author found that they ranked in decreasing 
order as follows: man, the domestic pig, the dog, goat, chicken, white rat, 
rabbit, cat, water turtle and land tortoise. 

Generally, this is a careful, objective study, clearly organized, and inte- 
grated. A representative summary of previous literature on the subject is 
presented. This paper is primarily oriented toward the professional worker, 


especially the learning psychologist, though it could be read with interest 
by all. 
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Human Development. By JouN P. ZuBEK and Patricia ANNE SOLBERG. 
476 pages. Cloth. McGraw-Hill. New York. 1954. Price $6.00. 


The authors present a developmental psychology text which is somewhat 
unusual, and is certainly to be commended. For their approach is twofold : 
“*to trace the course of development of basic processes (1) in animals, rang- 
ing from the single-celled organisms to man, and (2) in man, from con- 
ception to old age.’’ Thus, the scope is broad, unfortunately too broad for 
adequate treatment in one volume. In fact a survey of the various topics 
discussed is to some extent a cursory view of the whole of psychology. Be- 
ginning with the ‘‘genetic foundations of behavior,’’ ‘‘neural develop- 
ment,’’ and glandular, physical and motor development, the authors pro- 
gress to the formidable areas of intellectual, emotional, and social growth, 
concluding with chapters on ‘‘beliefs, values and attitudes’’ and person- 
ality.”’ On the whole, however, they have carefully presented the topics 
in a clear, orderly and quite readable fashion. Judicious selection of im- 
portant pertinent experimental data is provided to substantiate the exposi- 
tion of each topic. The emphasis is, from necessity of space, upon a 
straightforward presentation of the major accepted viewpoints. Frequent 
recourse is made to diagrams, charts, graphs, etc., to clarify this exposi- 
tion. A 30-page bibliography is included. In summary, this book should 
find satisfactory service as a college text in developmental psychology, and 
as a valuable reference for the professional worker. 


A Rorschach Workbook. By Luci.tE HoLLANpEeR BLuM, HELEN H. 
Davipson, and Nina D. FiIELDSTEELE. 167 pages. Paper. Interna- 
tional Universities Press. New York. 1954. Price $2.00. 


One of the more difficult tasks in introductory teaching of the Rorschach 
lies in providing scoring experience and helping the neophyte assign the 
appropriate scoring categories to the multitude of possible responses. To 
alleviate this difficulty, the authors have prepared a workbook which briefly 
defines and amply illustrates, the many scoring symbols. To simplify the 
task of assimilating the location scores, many miniature reproductions of 
the inkblots, with appropriate codings, are included. For each major score 
grouping, ‘‘self-testing exercises” are designed to give the student experi- 
ence in scoring typical responses. One brief chapter is devoted to the quan- 
titative tabulations of scores and another to techniques of administration, 
response inquiry and recording. The scoring and recording system pre- 
sented is for the most part that used by Klopfer. This small workbook 
should prove of considerable value to the student lost in the intricacies of 
Rorschach language. 
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His Very Self and Voice. Ernest J. Lovell, Jr., editor. 676 pages. Cloth. 
Maemillan. New York. 1954. Price $7.50. 


The enigmatic figure of Lord Byron has remained a fascinating person- 
ality for bibliographers. Many have been the descriptions of the great poet, 
flattering, and depreciating, indifferent and devoted. Dr. Lovell, though, has 
adopted a novel approach. Culling through all the published letters, jour- 
nals, previous bibliographies, and miscellany containing references to the 
poet, he has extracted the commentaries, opinions and reflections of some 
hundred and fifty contemporaries and intimate acquaintances of Byron, 
which are presented in chronological order, from the time of his first ree- 
ognition to his early death while assisting the Greeks in their struggle for 
freedom. Consequently, the personality of the strange and brilliant poet is 
revealed in many contexts and colors; hateful, and lovable; crude and 
rude, and refined and polite; gifted and charming in social patter, but pre- 
tentious and supercilious; magnanimous and democratic in spirit, and 
patriot defender of Greek independence. Such are typical observations. 
From the composite picture there emerges a flashing and extraordinary 
personality. One can readily understand how it captured the imagination 
of his day. In all, this is an admirable and rewarding projection of per- 
sonality and intimate life. 


Living Your Later Years. By Dr. KENNETH WALKER. 196 pages. Cloth. 
Oxford University Press. New York. 1954. Price $3.50. 


Dr. Walker presents a comprehensive view for the layman of the prob- 
lems of the aged. He describes the visible bodily changes as well as changes 
in structure and tissue accompanying old age. In the same manner, he 
philosophically discussses the psychology of old age, the religious view of 
old age and death, and the sociological implications of the aged in our popu- 
lation. 

The book is written with warmth, and the author presents age as an ex- 
perience well worth having, and one coming at a time when we are able to 
appreciate it fully. The book is dedicated to Methuselah. 


Rapture in My Rags. By Puy.uis Hastings. 222 pages. Cloth. Dut- 
ton. New York. 1954. Price $3.00. 


This novel is unique in that it is the worst trash this reviewer has read 
in many years. <A half-witted, schizophrenic, or pseudo-mentally-deficient 
girl (the diagnosis is unclear), makes a scarecrow; a criminal escapes 
from prison, hides in it; the girl promptly considers him her own creation, 
falls in love with him; a rather inconvenient father is murdered, but the 
girl is seemingly ‘‘cured’’ through love. Whew! 
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The Age of the Tail. By H. ALLEN SmitH. 159 pages. Cloth. Little, 
Brown. Boston. 1955. Price $3.00. 


Addicts of the newspaper comic strips will recall a recent effort in Alley 
Oop to counter the castration complex by providing ‘‘King Guz’’ with a 
tail. H. Allen Smith turns the trick for the whole of humanity. 

The Age of the Tail is a scientific treatise on the human tail which ar- 
rived late in 1957 and was an appurtenance of all babies born thereafter. Mr. 
Smith surveys the anatomy and physiology of the tail (which in women re- 
sembles that of a collie, and in men is covered with a coarse and unmanage- 
able growth much like the beard). Whether we owe the tail to Divine Provi- 
dence or the effects of nuclear reactions, is a question the author does not 
attempt to answer. The tail, it appears, has led to several interesting new 
examples of neurosis, to the re-designing of bathtubs and other bathroom 
fixtures, to a new medical specialty and to a tremendous business develop- 
ment in the way of tail cosmetics. The reviewer thinks that almost any- 
body will enjoy this book—and nobody more than the psychiatrist who is 
grounded in dynamic theories. Naturally there is a magnificent oppor- 
tunity for repeated plays on words, and advantage is taken of it to the ut- 
most. 


Borrow the Night. By HeLen NIELSEN. 252 pages. Cloth. Morrow. 
New York. 1956. Price $2.75. 


Helen Nielsen is a competent and well-trained writer who has served her 
detective-story apprenticeship. In Borrow the Night, she presents a group 
of reasonably believable people in a believable mess, and she at least ap- 
proaches understanding of some human motivations. It is often a review- 
er’s task to make note on a cleverly constructed suspense or mystery tale 
which is spoiled by artificial characterization or lack of any characteriza- 
tion whatever. It is less often, and even less pleasant, that one is called 
upon to note that an author, adept at narrative and not uncomprehending 
in characterization, has failed in plot credibility and craftsmanship. But 
Borrow the Night is less believable than the Bogey Man, the Party Line, or 
Santa Claus; and the parts fit together at the end like a jigsaw puzzle the 
eat has been working on. As for the triple-distilled ending: Phooey! And 
considering the abilities the author does show, it’s altogether too bad. 


After the Doctor Leaves. By Marauerite Cuark. 310 pages. Cloth. 
Crown. New York. 1954. Price $3.75. 


This is one of the frankest and most well-founded guides for the chroni- 
cally ill yet produced. Cancer surgery, diabetes, central nervous system 
diseases, rheumatism, arthritis, and a host of illnesses besetting the human 
race are explained, and care and adjustment to them taught. It is directed 
toward the patient and his family. 
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The Right to Read. By Pau BLANsHARD. 339 pages including index. 
Cloth. Beacon Press. Boston. 1955. Price $3.50. 


Paul Blanshard writes, in a plain attempt to be objective and in an ob- 
vious effort to be fair to groups and causes that he violently loathes, a con- 
cise but adequate history of man’s fight for freedom to read, against man’s 
efforts to curtail that freedom. 

This is a long story, and the author goes back to the origins of modern 
written and printed communications, and of efforts to censor them. In a 
day when a whole imperium of great and populous nations has vastly lim- 
ited the freedom of expression of scientific men, it is difficult to underrate 
the importance of such a book as this. Mr. Blanshard is temperate. He does 
not want to give free rein to the ‘‘segment of the underworld of publish- 
ing’’ which is designing horror and crime comic books for children. He 
finds it impossible to stand with Bertrand Russell for no curtailments at all, 
but he does believe that we should examine our laws carefully with the aim 
of preventing the extension of censorship and of promoting freedom, a point 
concerning which he specifically mentions freedom in scientific publication. 
He feels that postoffice censorship needs to be curtailed, and that there are 
other areas where freedom needs to be extended or safeguarded. 

His conclusion is commended to the attention of all scientific workers. 
‘*Whatever men may think about the practical advantages and disadvant- 
ages of intellectual freedom in a world of militantly aggressive nation-states, 
there is no doubt that, as William Allan Neilson once said, ‘it is through 
freedom and not through compulsion that the human spirit gains in power 
and reach.’ ”’ 


The Book of Poisons. By Gustav SCHENK. 310 pages including index. 
Cloth. Rinehart. New York. 1955. Price $5.00. 


Gustav Schenk is a German writer on scientific subjects who is said to 
have experimented for years in the field of toxicology. This is the first of 
his numerous books to be published in this country and is a popular account 
of the better-known vegetable, animal and industrial poisons. There is a 
reasonable amount of insight. For example, Schenk remarks that the ‘‘pre- 
conditions’’ for alcoholic excess are to be found ‘‘in the patient’s person- 
ality prior to his indulgence in alcohol.’’ The author does, however, discuss 
seriously alleged medical uses of several poisons which can only be de- 
scribed as sympathetic magic. For this and other reasons, his book could 
be regarded only as an informal source for the most general kind of ref- 
erence. The book also gives, in rather regrettable detail, enough informa- 
tion for irresponsible and dangerous experimentation with readily obtain- 
able plant material. Informative and entertaining as it is, it is, therefore, 
to be recommended with reservations. 
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The Public Philosophy. By Waiter Lirpmann. 189 pages including 
index. Cloth. Atlantic-Little, Brown. Boston. 1955. Price $3.50. 


This is an unpretentious discussion which may very well be one of the 
more important and significant books of our time. 

Lippmann should be permitted to identify himself: ‘‘I should say that 
I am a liberal democrat and have no wish to disenfranchize my fellow citi- 
zens. My hope is that both liberty and democracy can be preserved before 
the one destroys the other.’’ Lippmann surveys today’s democracies, points 
to their repeated mistakes in international policy (for which the lag of 
opinion behind events is cited as one reason), notes the democratic compul- 
sion to make mistakes, and discusses the nature of the counter-revolutions 
of fascism and communism. 


Having surveyed this briefly and brilliantly, Lippmann sets forth that 
one reason for our tragic blundering and tragic mistakes is our failure to ad- 
here to a public philosophy, or ‘‘the public philosophy.’’ This philosophy, 
he describes as the product of the wisdom of a great society over the genera- 
tions. He quotes Sir Ernest Barker for the European belief of the last two 
millennia ‘‘that the rational facilities of man can produce a common con- 
cept of law and order which possesses a universal validity.’’ Lippmann 
feels that our leadership must regard, and our policies must relate to, this 
universal, valid concept. Elsewhere he points out that this concept is based 
on the belief that there are general truths which man may discover (natural 
law, if one likes) by honest and earnest rational inquiry. To point the rele- 
vance of the public philosophy, he discusses specific applications, including 
the theory of property and freedom of speech in the light of it. Both, he 
contends, must serve the great purposes of society ; and these are not to be 
attained by the heated upholding of ‘‘rights as rights’’ or the exercise of 
rights without obligation. 

Our governments and our free institutions, says Lippmann, were founded 
by men who believed in the public philosophy, who believed, that is, in the 
framing of institutions based on rationally determined, or scientifically de- 
termined, principles. If democracy and freedom are to be preserved—or 
perhaps restored—he feels, our intellectual and political leaders must re- 
learn the public philosophy. Men, he holds, ‘‘cannot do without the signs 
and seals of legitimacy, of rightness and of truth.’’ The Public Philosophy 
is, thus, a plea for a society based on truth and reason. (The ability to 
reason more or less effectively is a human characteristic in spite of occa- 
sional psychiatric tendencies to belittle it.) This is a sound and scientific 
objective. Psychiatrists, educators and social scientists in all fields would 
do well to give some study to Lippmann’s short treatise on how we may 
work to attain it. 
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Atomic Power. By the editors of Scientific American. 180 pages. Paper. 
Simon and Schuster. New York. 1955. Price $1.00. 


Automatic Control. By the editors of Scientific American. 148 pages. 
Paper. Simon and Schuster. New York. 1955. Price $1.00. 


First Book of Animals. By the editors of Scientific American. 240 pages. 
Paper. Simon and Schuster. New York. 1955. Price $1.00. 


The New Astronomy. By the editors of Scientific American. 243 pages. 
Paper. Simon and Schuster. New York. 1955. Price $1.00. 


The Physics and Chemistry of Life. By the editors of Scientific Amer- 
ican. 270 pages. Paper. Simon and Schuster. New York. 1955. 
Price $1.00. 


These five books are surveys of areas of present progress in scientific in- 
quiry. The First Book of Animals, The Physics and Chemistry of Life and 
Automatic Control all concern material which has direct or indirect psy- 
chological application. The Physics and Chemistry of Life summarizes the 
latest inquiries in metabolism, including that of the nervous system; and 
the work on animals touches on some significant areas of comparative psy- 
chology. The volumes on astronomy and atomic power cover the latest sci- 
entific views of the universe and of research in today’s fastest developing 
area of applied science. 

All these volumes, compiled from articles in the Scientific American, are 
intended for the reading of non-specialists in the fields that they cover. 
They do, however, presume some basic knowledge ranging from physies to 
biology. The type is clear and the printing is well done on good paper. 
Bound in paper and neatly boxed, these books would be of use in the gen- 
eral section of any scientific library. 


Theory and Problems of Adolescent Development. By Dr. Davm P. 
AvusuBEL. XVIII and 580 pages. Cloth. Grune & Stratton. New 
York. 1954. Price $10.00. 


The central idea of this book is that adolescence is a distinctive stage in 
personality development, precipitated by significant changes in the bio- 
social status of the child. The writer develops a systematic theory, which 
he relates to the empirical evidence in this field. 

The book has been organized in essay fashion rather than as a series of 
discrete chapters. Although this makes for some repetition, the material is 
well presented. It is unlike the usual text in this respect but is a much bet- 
ter book for it. It is intended as an advanced text in adolescence psychol- 
ogy and as a reference book for professional workers. 
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Clinical Studies of Personality. Vol. IJ. Arthur Burton and Robert 
E. Harris, editors. 836 pages. Cloth. Harper. New York. 1955. 
Price $6.00. 


Volume I of this book appeared in 1947, under the title Case Histories 
in Clinical and Abnormal Psychology. Volume II is similar in outline 
and form, but there are significant differences in content. Whereas the 
case studies in Volume I were of limited range and scope, the present book 
is broad in approach and the individual studies are presented more com- 
prehensively. Thirty-one are presented, covering a wide range of psycho- 
pathology and including several studies of normals. Included, are adult 
neurotic, psychotic and psychosomatic cases; reaction due to brain dam- 
age; mental retardation; and personality disorders in children. 

This book represents the work of some of the outstanding clinical psychol- 
ogists. The individual studies delve rather thoroughly into case history 
and interview material and present detailed psychological test findings; 
they then integrate all this data into comprehensive psychodynamic formu- 
lations, with emphasis on longitudinal analysis and integration of the life 
history. Thus these are not merely Rorschach or TAT summaries, but com- 
plete personality evaluations, including significant cultural and sociological 
factors. The theoretical approaches of the various authors are not uni- 
form, and this makes for more stimulating reading, as the reader composes 
psychoanalytic and learning theory interpretations of the cases. The book 
is a valuable addition to the field of clinical psychology and personality 
study. 


The Measurement of Marriage Adjustment. By R. M. FRuMKIN. 
13 pages. Paper (pamphlet). Annals of American Research. Public 
Affairs Press. Washington, D.C. 1954. No price mentioned. 


Sociologists have been trying to develop ‘‘marriage adjustment scales’’ 
with foreseeable negative results—foreseeable to the dynamic psychiatrists, 
that is. Sociologists themselves still argue about the advantages of the ‘‘di- 
rect’’ vs. ‘‘indirect’’ test. Frumkin is more in favor of the ‘‘indirect’’ 
test, with only very tangential insight that all these tests do not even ap- 


proach tangentially the real state of unconscious affairs. 


After Divorce. By Wi1am J. Goope. 366 pages. Cloth. Free Press, 
Glencoe, Ill. Price $6.00. 


A sociological-statistical study attempts to find out what happens after 
divorce. It is based on interviews with 425 ‘‘respondents’”’ in Detroit in 
1948. Psychological and psychiatric aspects are totally ignored, even to 
the degree of including sex in the category of ‘‘miscellaneous.’’ 
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What Is Creative Thinking? By CarTuarine Patrick, Ph.D. xi and 
210 pages. Cloth. Philosophical Library. New York. 1955. Price 
$3.00. 


The underlying thesis of What Is Creative Thinking? by Catharine Pat- 
rick is that ‘‘The future progress of civilization depends on the quality of 
the creative thinking in the world during the years to come.’’ This book 
contains an admirable bibliography listing many of the sources of the psy- 
chology of thought, imagination, and creative thought, the relation of the 
logical steps of reasoning to the psychological stages, and a suggested pro- 
gram to improve creative thinking in ourselves and in others. 

Dr. Patrick gives a rather comprehensive survey of information concern- 
ing the general psychological process of creative thoughts. She includes 
in her summary practical and concrete suggestions and methods for stimu- 
lating creative thinking in both children and adults; and she points out 
suggested changes in educational procedures and in the mode of living of 
adults to favor more productive thought. One point of emphasis is particu- 
larly noteworthy—that parents should encourage the child in creative work 
at home if the child is to be expected later to function adequately and some- 
what more competently in academic living. 


Perception. A Transactional Approach. By Wiu1Am H. Irretson and 
HabLEY CANTRIL. 33 pages. Paper. Doubleday. New York. 1954. 
Price 85 cents. 


This monograph is one of a series devoted to important topies in psychol- 
ogy, and it does a valuable service. In precise, unbelabored summary form, 
the authors present what is commonly called the ‘‘transactional approach” 
to the study of perception. Briefly, this viewpoint states that in our per- 
ception, ‘‘all parts of the situation enter into it as active participants and 

. . owe their very existence as encountered in the situation to this fact of 
active participation.’’ They ‘‘do not appear as already existing entities 
merely interacting with each other without affecting their own identity.’’ 
In this view, the emphasis is placed upon the necessarily private and unique 
character (the individual significance) of one’s perceptions. That is, the 
same objective stimulus (‘‘as God sees it’’) will be subject to varying in- 
terpretations, according to the psychological make-up of the perceiver. 

Such an approach is fertile with hypotheses immediately relevant and im- 
portant to clinical psychology, where one of the major tasks is arriving at 
an understanding of the private world of the patient, ‘‘the world within 
which he has his life’s experiences and through which he strives to gain his 
satisfactions.’’ In short, this excellent monograph is to be heartily recom- 
mended to the clinical psychologist and the student. 


PART 2—1955—L 
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Mental Health and Human Relations in Industry. T. M. Ling, editor. 
265 pages. Cloth. Hoeber. New York. 1955. Price $6.50. 


A relatively recent trend in industry, as well as in the psychiatric and 
psychological disciplines, is the recognition of the importance of the ‘‘men- 
tal health’’ of the worker, and the kind of industry-worker relationships 
and working conditions which best promote it. This trend has been given 
considerable emphasis by the realization that industrial inefficiency and 
labor unrest have frequently been functions of the neglect of workers’ 
needs, emotional stability, skills and aptitudes. Lately a considerable 
amount of research has been focused upon these factors. The present vol- 
ume is devoted to a presentation of some of the insights and experimental 
findings gained from such research by the resident and visiting staff of an 
extensive industrial rehabilitation center established by British Industrial. 
The approach is interdisciplinary with chapters contributed by psycholo- 
gists, psychiatrists, physicians, sociologists, an industrial educationalist, and 
a ‘‘former personnel manager.’’ The result is a many-sided, but well-inte- 
grated discussion, with valuable suggestions as to the direction that suc- 
cessful preventive medicine should take. Among the various topics pre- 
sented, the reader may find of particular interest, ‘‘ Aggression in Indus- 
try,’’ ‘‘The Place of the Psychiatrist in Industry,’’ and ‘‘The Importance 
of Selection and Allied Procedures.’’ 


Eros and Civilization. By Hersert Marcuse. 274 pages. Cloth. Beacon 
Press. Boston. 1955. Price $3.95. 


In a complicated philosophical study, the learned author attempts to pro- 
mote the vision of a nonrepressive culture, objecting to Freud’s assump- 
tion that civilization requires subjugation of some of man’s instinctual 
drives and the sacrifice of libidinal ecomponents—hence restriction of the 
pleasure principle. Marcuse tries to prove his thesis with Freudian argu- 
ments. His attempts at cutting the Gordian knot are impeded by overlook- 
ing the real structure of the super-ego, which misuses cultural taboos (pro- 
jectively self-created) for internal torture. Thus, the argument for a culture 
not repressed by the ego collapses. But, if the book fails to prove its thesis, 
it does contain an interesting critique of ‘‘neo-Freudian revisionism.”’ 


They Stand Apart. By Tupor Rees and Hariey Usuu. 212 pages. Cloth. 
Maemillan. New York. 1956. Price $3.75. 


A British study on homosexuality, edited by a judge, contains legal, med- 
ical and religious discussions. The medical part is the worst; it is naive, 
uninformed, omitting nearly the whole literature on the topic. Why this 
book should be issued in this country is an enigma. 
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Emotional Problems. By W.B. TERHUNE. 190 pages. Cloth. Morrow. 
New York. 1955. Price $3.00. 


It is odd that some psychiatrists, when giving ‘‘first aid to wiser living”’ 
(this is this book’s subtitle), become preachers. The book is a mixture of 
good will, and advice for self-improvement, with all too frequent omission 
of the unconscious. It is easy to recommend that one develop good 
‘thabits’’; it is also true that ‘‘it is imperative that one understands one’s 
own mental patterns,’’ though it is unclear as to how the reader can do that 
single-handed, especially where unconscious motivations are involved. The 
recommended writing of an ‘‘autobiography’’ will hardly penetrate the 
wall of self-ignorance of the average layman to whom the book is directed. 


Counseling. Theory and Practice. By Haroup B. Pepinsky and PAULINE 
NICHOLS Pepinsky. VIII and 307 pages. Cloth. Ronald Press. New 
York. 1954. Price $4.50. 


This book was written for the professional counselor who has been trained 
specifically in psychology. The authors’ purpose is to propose a method 
whereby theoretical and practical counseling procedures can be subjected 
to empirical tests. In terms of the subject discussed, there is nothing new 
except the authors’ treatment of the material. To the psychiatrist, the 
hodgepodge of Hullian symbols and various learning theories will be mean- 
ingless and will not add anything to his thinking. The attempt toward em- 
pirical justification of counseling is commendable, but the need seems 
academic. 


The Colour Problem. By A. H. Ricumonp. 355 pages. Paper. Penguin. 
Baltimore. 1955. Price 85 cents. 


A British book for British consumption attempts to convince the British 
reader that reconciliation with colored people is unavoidable: ‘‘ Europeans 
in East, Central and South Africa may consider themselves to be a benevo- 
lent aristocracy; but experience has shown that benevolent aristocracies 


cannot be relied upon to remain benevolent. They are no substitute for 
democracy.’’ 


The Power of Negative Thinking. Charles Preston, editor. 142 pages. 
Paper. Ballantine Books. New York. 1955. Price 35 cents. 


This is loud and slapstick comedy, taking cracks at all varities of self- 
help and professional help from advice on how to think, through counsel- 
ing and Adlerian psychotherapy, to psychoanalysis. It is all good, clean 
fun. At least it is all good fun, and it is to be recommended to anybody 
who takes his psyche seriously. 
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The Greek Myths. By Ropert Graves. 2 vols. 370 and 412 pages with 
index, maps, references and notes on origins. Paper and cloth. Pen- 
guin Books. Baltimore. 1955. Price: paper $1.90; cloth, boxed $6.50. 


This work on the Greek myths is an important and comprehensive refer- 
ence set which—in paper covers—is inexpensive enough for the library of 
even a small school of nursing, and which covers much basic cultural 
and psychological source material. The Greek Myths is written in fascinat- 
ing style and is carefully organized so the user will have no difficulty in 
distinguishing a myth itself, its reference sources and the author’s views 
of its origin and development—views which are always stimulating but by 
no means always orthodox. A student of psychology can consult this con- 
fidently for such things as an outline of the Oedipus story, Jason and the 
Golden Fleece, the labors of Heracles or classic Greek belief as to the after- 
life or the underworld. 

Graves writes with inspiration; and the result is a work that the social 
scientist should not only find useful but should enjoy. It should be a val- 
uable addition to any personal library that includes background material 
for either social or psychological science. The more youthful student should 
perhaps be warned that Roman mythology, as distinct from the Greek, is 
not covered ; and the Roman names for gods and heroes, in some cases more 
familiar than the Greek, are not given in connection with their Greek 
counterparts; though there are notes on such heroes as Aeneas from the 
strictly Greco-Trojan point of view. 


Understanding That Boy of Yours. By MELBouRNE S. APPLEGATE. 52 
pages. Paper. Public Affairs Press. 1953. Price not stated. 


The author has provided a helpful and informative discussion of some of 
the more important questions and problems that forcefully confront the 
parents when a son, through truancy or delinquency, is brought to the at- 
tention of a court. One pressing question which the parents must face, but, 
as the author points out, only with great reluctance is, ‘‘ Are you earnestly 
going to consider how you as well as your son should change?’’ While it 
is a truism, often belabored in psychological texts that behavioral disturb- 
ance in the child may usually be found to be a function of disturbance 
within the family environment, this fact does not seem to have been ab- 
sorbed as deeply in the lay mind. Such discussions as the present, de- 
signed particularly for the troubled and bewildered parent, serve to increase 
understanding of the roles that parents play in the socialization process. 
Much attention is given by the author to a statement of some of the require- 
ments for the successful guidance of the adolescent. Written in a friendly 
conversational tone, this booklet may prove of aid. 
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A Philosophical Study of the Human Mind. By JoserH BARRELL. 
575 pages. Cloth. Philosophical Library. New York. 1954. Price 
$6.00. 


‘* A new system of psychology’’ is heralded on the dust cover of this large 
work. But disappointment and boredom will confront the reader as he 
wearily stumbles through this rambling discourse, which employs the ‘‘syn- 
optic method proposed by Plato.’’ Aside from the fact that this is not new, 
one becomes very suspicious of its merit as psychology. In brief the author 
proposes a system of ‘‘trait psychology’’ built upon the narrow dimen- 
sional base of ‘‘introversion and extroversion,’’ departmentalized into eight 
fundamental types of personality: objective feeling introvert, subjective 
feeling introvert, subjective thinking introvert, ete. Actually, this is but 
an exposition of Jung’s theory of ‘‘types,’’ but is unattended by his shrewd 
insights. Incorporated into this psychologically archaic system, are the 
major concepts of Adler—‘‘inferiority feelings’’ and ‘‘overcompensation.”’ 
The result is a psychological hash which one feels had best not have seen 
print. The author has added a few terms of his own such as ‘‘ joy-depress- 
oid,’’ ‘‘hopefearist,’’ ‘‘gnostic,’’ and ‘‘thymic’’ currents which aid in the 
confusion. 

This work is a good illustration of the inadvisability of the non-specialist, 
attempting to present a comprehensive theory which properly is the duty 
of the professional in its particular field. As one would not expect a soci- 
ologist to expound on nuclear physics, so one does not expect a professor of 
philosophy to advance a theory of personality. 


First Citizen. By Ricuarp Suniivan. 209 pages. Cloth. Henry Holt. 
New York. 1948. Price $3.00. 


This is a poor novel—primarily because it is not well written and sec- 
ondarily because it shows only a vague surface understanding of psychologi- 
cal principles. There is an attempt to use ‘‘stream of consciousness’’ re- 
cording in the manner of William Faulkner—without Faulkner’s ability. 
Where ‘‘straight’’ writing is adhered to, sections of surprising interest are 
encountered ; but not enough of them to justify wading through even this 
small volume. 


The Courts of Memory. By FRANK Rooney. 507 pages. Cloth. Van- 
guard. New York. 1954. Price $3.95. 


A long, thoroughly boring, meaningless story about a family is best char- 
acterized by the statement that its members’ unhappiness is unexplain- 
able, and written in a manner which precludes reader-identification. A 
rather silly picture of a Jungian psychiatrist is included. 
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Dictionary of American Maxims. Compiled by David Kin. 597 pages. 
Cloth. Philosophical Library. New York. 1955. Price $7.50. 


The Dictionary of American Maxims is a compilation of comment and 
aphorisms. Those quoted range from Dale Carnegie to Benjamin Rush. 
The collection contains a good deal of wit and wisdom and a considerably 
larger volume of clichés. As a desk reference work, it suffers from the lack 
of an author index. It is organized alphabetically by topics, and a hunt 
through it is something like a search in another person’s filing cabinet. An- 
other lack is that of biographical notations. This reviewer wonders who 
and when were C. N. Bovee, J. E. Boodin, Horace Bushmill and B. I. Bell. 
Somebody with a different background might wonder equally about E. W. 
Howe and Oliver Herford. Incidental comment—one quotation reported 
is that John Brown’s body lies ‘‘a-smouldering’’ in the grave; somebody 
must have found an unreconstructed Confederate proofreader! 


Children of the Dark. By Irvina SHULMAN. 270 pages. Cloth. Holt. 
New York. 1956. Price $3.00. 


Once more a novel on juvenile delinquency, this one is by an experienced 
Hollywood scenario writer. The result is that the scenes of violence are ex- 
pertly staged, but the psychological motivations are on the level of a ‘‘cock- 
tail-party analysis.’’ It took 50 years for Freud’s ABC to penetrate; now 
that even Hollywood has heard of it, Hollywood writers apply it expertly to 
situations which do not fit. Though masochistic behavior patterns (‘‘the 
kick,’’ ‘‘the end kick,’’ ete.) are depicted, it will probably take 50 more 
years for Hollywood writers to take cognizance of the universality of psy- 
chic masochism and its pseudo-aggressive defense. 


At the Edge of the Shadow. By ExizasetH Bacon RopEewaLp. 245 
pages. Cloth. Lippincott. Philadelphia. 1956. Price $3.50. 


This is a novel about an alcoholic woman, cured by generalities pro- 
duced by a general practitioner who hints at infantile reasons residing in 
the unconscious. The doctor is a shade less naive than the patient; both 
have obviously never heard of psychiatrists. The result is a well-meaning 
improbability. 


The Tortures of Being Alone. By J. Max Turner. 56 pages. Cloth: 
Exposition Press. New York. 1954. Price $2.50. 


Mr. Turner’s verse deals with depression and loneliness. It is addressed 
to a lost and dead love and is pathetic, even tragic. But the verse seldom 
reaches the height of inspiration and ‘‘the tortures of being alone’’ are 
mostly on a conscious level. 
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Adult Education and Group Work. By Louis Lowy. 224 pages. Cloth. 
Morrow & Co., and Whiteside, Inc. New York. 1955. Price $4.00. 


Adult Education and Group Work deals specifically and without the use 
of technical terms with the possibility of human development through edu- 
eation. The author writes with authority on group work in terms of addi- 
tional education, group work with young adults specifically, and group 
work in parental education and with older adults. Each chapter has in 
summary a review of recent viewpoints, with functional suggestions. The 
selected bibliography and the index add much to the book’s value. The 
basic premises of the book are that people generally have the potential to 
learn, regardless of age, race, or creed; that there is human dignity in 
every individual even in our own age when human dignity is often chal- 
lenged in practice ; that mankind in spite of seeming regression is constantly 
progressing ; and that there is an ultimate value of a democratic spirit in 
the lives of each of us. 

Mr. Lowy, unequivocally and with insight, shows how social group work 
and additional education may well be partners in a common enterprise, the 
task of enabling individuals to participate freely in the cultural heritage of 
our civilization and to be responsible citizens of our free society. Adult 
Education and Group Work is highly recommended for its sound view- 
point and should be particularly valuable to adult educators, social workers, 
and anyone who works with groups in any field. 


Lord of the Flies. By Wiiiam Gorpine. 243 pages. Cloth. Coward- 
McCann. New York. 1955. Price $3.50. 


When Mr. Golding’s boys are stranded on a desert island, they are a group 
of well-behaved, well brought-up British youngsters who have been attend- 
ing reasonably good schools. It may be doubtful whether what happened 
to them would actually happen; but something like it probably could hap- 
pen. What we call gangsterism and juvenile delinquency are not necessar- 
ily products of substandard housing and dirty city streets. 

Lord of the Flies has been favorably reviewed by numerous persons for 
its entertainment value, which is all right if one cares for algolagnia as en- 
tertainment. It ought to interest the student of child psychology as some- 
thing else. 


Famous Trials. Fifth Series. James H. Hodge, editor. 224 pages. Paper. 
Penguin Books. Baltimore. 1955. Price 65 cents. 


The five cases reported in this volume of Famous Trials are all from the 
Notable British Trial Series, and most of them are infamous in the annals 
of criminology. The student of social science will find them all interesting 
and the small expenditure for this paper-bound volume well justified. 
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Valley Beyond Time. By VaucHAN Witkins. 304 pages. Cloth. St. 
Martin’s Press. New York. 1955. Price $3.50. 


This English ‘‘novel’’ belongs in the realm of printed matter errone- 
ously designated as ‘‘science fiction,’’ whereas ‘‘gadget fiction’’ of an un- 
psychological variety would be more appropriate. <A ‘‘fourth dimensional 
universe’’ is depicted, touching earth at certain times near Ireland. It is 
inhabited by two tribes: people of eternal youth, running around naked, 
timeless, hunting shadows, without bleeding wounds; and unhappy descend- 
ants of an Irish army which rescued itself 4,000 years ago from annihila- 
tion in the bronze age by ‘‘passing the barrier’’ to the fourth dimensional 
universe. Into this world, three people are projected: an American sena- 
tor, a daughter of an English duke, and a boy who is heir to a title. The 
‘‘barrier’’ includes a ‘‘denudative phenomenon’’: One can pass only nude, 
more precisely, is stripped of everything but the body. 

‘*Science fiction’’ purports to be based on extrapolation, meaning logical 
extensions of scientific facts and discoveries. What frequently happens is 
that it turns out to be a ‘‘kind of cosmic jitterbug’’ (the happy phrase is 
Arthur Koestler’s), disregarding completely what has been the essence of 
fiction: psychological motivation. True enough, the earliest writers (Jules 
Verne, H. G. Wells, Aldous Huxley) did not dispense with psychology, but 
imitators decidedly have. The gadget (in a loose sense) is substituted for 
psychology. 

Ironically, the psychology of the unconscious sneaks into ‘‘science fiction’’ 
anyway. Three themes are predominant: megalomaniacal fantasies, such as 
the destruction of whole galaxies, based on the masochistic-uncanny com- 
ponents in the reader; repressed infantile partial drives, especially exhibi- 
tionism; and pseudo-aggressive, social satire, frequently from a dubious 
viewpoint. For an example of exhibitionism, see the book being reviewed 
here; what fun for repressed English readers to look at or identify with a 
naked duke’s daughter and a naked senator! 

One could say that the atomic age killed the precursor of science fiction, 
the old-fashioned mystery story. How many people could be exterminated 
in a detective story? A minimum of one, maybe a maximum of five. How 
do such trifles compare with the extermination of whole galaxies? 


Drinkers of Darkness. By Grraip HANLEy. 256 pages. Cloth. Mac- 
millan. New York. 1955. Price $3.50. 


A British novel describes a group of psychological half-derelicts in an 
unidentified African colony. The period is around 1930. The author can 
depict some facets of people, but is incapable of giving them the indefinable 
backbone of unconscious motivations. 
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The Hero in History. By Swnry Hoox. 273 pages including index. 
Paper. Beacon Press. Boston. 1955. Price $1.25. 


Beacon Press reprints for its Contemporary Affairs Series a work by 
Sidney Hook first published in 1943. It is a very keen analysis of the his- 
torical theories which have prevailed in modern times. The author is em- 
phatically not a hero-worshipper; neither is he at the opposite pole as an 
economic determinist. Hook suggests that if the hero is defined as an event- 
making individual who re-determines the course of history, ‘‘it follows at 
once that a democratic community must be eternally on guard against him.’’ 
Sooner or later, Hook thinks, the ‘‘hero’’ will come in conflict with the 
principles of majority rule, especially when he thinks the majority is 
wrong, and will be exasperated at democratic slowness when he thinks the 
majority is right. The author believes that we are in a trend toward col- 
lectivism ; and, be this as it may, he is concerned with seeing that whatever 
sort of collectivism emerges should be democratic. 

This book is extraordinarily objective for one written in war time, with 
the issue not yet resolved. Conceding a collectivist bias—which exhibits no 
sympathy whatever for either Fascism or Communism—this is still a good 
text for any student of social science and is low-priced enough for a stu- 
dent’s library. It is very well written indeed and there is a nice sense of 
balance among psychological, economic and other factors affecting human 
social organization. 


Something for Nothing. By Ciype Brion Davis. 284 pages. Cloth. Lip- 
pineott. Philadelphia. 1956. Price $3.75. 


A veteran journalist: offers a lively collection of anecdotes and observa- 
tions on gambling. Psychologically, the book is naive; the author has read 
one psychiatric article in the Annals of the American Academy of Political 
and Social Sciences, and relates three theories mentioned therein with an 
air of omniscience—ironical rejection or an ominous ‘‘Hmmm’’ (p. 19) is 
his answer—and he himself offers no more than a few banalities, as that 
the fascination of gambling lies in ‘‘concentrated simulation of life itself.’’ 


Green Pond. By Evan Branpon. 506 pages. Cloth. Vanguard. New 
York. 1955. Price $4.75. 


This novel is best characterized as well-meaning, confused and unread- 
able. Ostensibly, a Carolina town is seen through the life history of two 
physicians, father and son. But in fact, confusion reigns, interrupted by 
such details as discussions between Satan and Beelzebub, and the interest- 
ing habit of the old doctor of taking his whiskey from a bowl with a spoon. 
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The Odyssey of a Psychologist. By J. E. Wattace WALLIN. 248 
pages. Paper. Published by the author. Wilmington, Del. 1955. 
Price not stated. 


The most important aspect of an evolving science is of course the growing 
theoretical structure it constructs, and the empirical discoveries it accumu- 
lates. But a frequently overlooked factor, without which a science could 
not exist, is the scientist as a man. It can be a very instructive experience 
to observe the scientist, as he struggles with the problems which confront 
him, as he grasps for dimly-seen solutions and gradually and painfully— 
and frequently blunderingly—helps to lay the foundation for the genera- 
tion that will follow him. 

It is this side of a science that the author describes in his autobiography. 
With him we see the early struggle of psychology to break away, first from 
philosophy, then from the ‘‘brass instrument’’ orientation of the first pro- 
fessional psychologists, which in turn gave way to a functionalism that fo- 
cused attention upon adaptive behavior and fostered the tremendous growth 
of applied psychology. Soon after completing his graduate work, the au- 
thor turned to the problems of educational psychology, then in its infancy, 
and devoted a major part of his professional life to this area. This account 
should be required reading for those in administrative education, as it 
sharply reveals the punishments and the rewards which fall upon anyone 
who attempts to reform educational practices to conform to an enlightened 
psychology. But this small volume is not a mere chronology. It is replete 
with the enthusiasms, the pains, the values of the man, reflected in vigor- 
ous, frank and sincere tones. As such, it is a warmly human document. 


Dictionary of New Words. By Mary Reirer. 234 pages. Cloth. Philo- 
sophical Library. /~w York. 1955. Price $6.00. 


Mary Reifer’s Dictionary of New Words is a useful handbook for the 
writer or editor. It covers a wide variety of new words and terms in all 
phases of human activity. These, of course, include some medical and psy- 
chiatric terms, with some of the newest recorded. The emphasis of the 
book, however, is on slang and technology rather than science. The volume 
is not without value for the specialist but is likely to be more generally use- 
ful to the commentator or writer. 


Girls on Parole. By KATHERINE SULLIVAN. 243 pages. Cloth. Hough- 
ton-Miffiin. Boston. 1956. Price $3.00. 


Well-meaning and rather optimistic, this report of a parole specialist 
shows great practical experience but little knowledge of unconscious mech- 
anisms. The case material is interesting. 
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Spirit and Nature. Papers from the Eranos Yearbooks. Vol. 1. Joseph 
Campbell, editor. 492 pages including index. Cloth. Pantheon Books. 
New York. 1954. Price $5.00. 


The Mysteries. Papers from the Eranos Yearbooks. Vol. 2. Joseph 


Campbell, editor. 476 pages including index. Cloth. Pantheon Books. 
New York. 1955. Price $5.00. 


Eranos is the name used by a group of scholars from a wide variety of 
disciplines—among others, students of language, theology, anthropology 
and psychology—to designate a series of annual meetings which have been 
conducted in Switzerland since 1933. The two volumes under review here 
are translations from the German Eranos-Jahrbiicher. Spirit and Nature is 
a discussion of the concept of spirit in folklore, in classical mythology and 
classical society, in early church history, in Islam and in the ancient learn- 
ing of India. The spirit in the Renaissance, the roles of Galileo and New- 
ton, the spirit of science and the spirit of psychology are other topics. 

The frame of reference of these papers is generally the theories of C. G. 
Jung who himself contributes the discussion on the spirit in fairy tales and 
the paper on the spirit of psychology. The latter is of immense importance 
in outlining and clarifying his own psychological position and psychologi- 
eal tenets, and should be read by everybody who comes into contact with 
Jungian dynamics. In the other papers in this volume there is a great deal 
of sound scholarship devoted to the objective reporting of much that is sig- 
nificant in cultural and religious history. For instance, there is a very in- 
teresting discussion of aspects of Christian doctrine from early to modern 
times, written by the late Professor Ernesto Buonaiuti of Rome. 

However they are interpreted, the ancient mysteries, the subject of vol- 
ume 2, are material of vast importance for their reflection of the human 
psyche. Precisely how much in them is primitive reflection of the uncon- 
scious and how much is highly sophisticated religious symbolism is a ques- 
tion the student is likely to answez according to his own psychological ori- 
entation. Jung, Géza Réheim and Robert Graves would give mutually un- 
recognizable interpretations. The present volume takes up the important 
ancient mysteries and some of the Christian mysteries as presented by vari- 
ous scholars. Joseph Campbell, the editor, remarks on the ‘‘radical con- 
trast in points of view’’ that was evident in the contributions; but the gen- 
eral outlook is Jungian. A tremendous amount of research and scholarship 
is evident in the collection. The student can profit considerably from the 
material presented—and can reserve his opinion as to conclusions. The 
volumes are of a sort to be of use and interest in any social scientist’s 
library. 

Each volume contains biographical notes, table of contents of the Zranos- 
Jahrbiicher and an index of contributors, besides the general index. 
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in the New York metropolitan area. He is a fellow of the American Col- 
lege of Surgeons, and is a member of the American and Canadian Medical 
associations and other professional societies. He is a diplomate of the Amer- 
ican Board of Neurological Surgery. 
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NEWS AND COMMENT 


MENTAL HEALTH FUND DRIVE SET FOR MAY 1956 

The annual nationwide campaign for funds for the promotion of mental 
health will be conducted during May 1956. It will be launched during Men- 
tal Health Week, April 29 to May 5 with the slogan, ‘‘The Mentally Ill 
Need Your Help—Join—Give.’’ The campaign is under direction of the 
National Association for Mental Health with the co-operation of local mem- 
ber organizations and individuals. 

The mental health drive will follow the first nationwide Medical Educa- 
tion Week which will be conducted from April 22 through April 28 under 
the auspices of the American Medical Association. The association is call- 
ing on the medical profession and all allied medical personnel to promote 
the observance. The aim is to focus national attention on medical education 
and medical school problems; to publicize the contributions of medical sci- 
ence to society; and to increase public interest in the private support of 
medical education. 
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LAURETTA BENDER, M. D., TAKES NEW STATE POST 


Lauretta Bender, M. D., senior psychiatrist in charge of the children’s 
service at Bellevue Hospital, New York City, for the last 21 years, and a 
member of the hospital staff since 1930, has been appointed to a new re- 
search position in the New York State Department of Mental Hygiene. 
With the title of principal research scientist in charge of psychiatry, she 
has a ward for boys and another for girls at Creedmoor State Hospital as 
the nucleus for her program. She will be in charge of the research and di- 
agnosis, care, treatment and follow-up of mental illness, emotional disturb- 
ances and anti-social or delinquent behavior in children and young ado- 
lescents. 


— ‘ 
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STUDENT NURSES TAKE COURSES AT STATE SCHOOL 


What is believed to be a new departure in the education of nurses is an- 
nounced by Commissioner Paul H. Hoch, M. D., of the New York State 
Department of Mental Hygiene. A course given at the senior-year level is 
being conducted at Willowbrook State School, Staten Island, for state hos- 
pital student nurses. The first class from Pilgrim State Hospital begins 
its four weeks of study in January 1956; the second class is from Kings 
Park State Hospital and begins its studies in February. 
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NEW TYPE OF MENTAL INSTITUTION PROPOSED 


A proposal for a new type of mental institution for mental defectives who 

create behavior and disciplinary problems, including escapes, has been rec- 
ommended by Commissioner Paul H. Hoch, M. D., of the New York State 
Department of Mental Hygiene, and endorsed by Governor Averell Harri- 
man. It would house about 600 patients and would preferably be located in 
the downstate area. At present, the civil state schools can transfer trouble- 
some patients only to institutions in the Department of Correction; but 
there are many troublesome patients not sufficiently delinquent for such 
transfer; and there are actual delinquents who are under 16 and therefore 
not eligible for transfer. The proposed institution would provide greater 
control and more security for such patients without correctional institution 
status. 





- 
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SCIENTIFIC MEETINGS SCHEDULED FOR 1956 


Important meetings in psychiatry and allied fields for 1956 include the 
112th annual meeting in Chicago from April 30 to May 4 of the American 
Psychiatric Association. It will be preceded in Chicago by the annual meet- 
ing of the American Psychoanalytic Association which will open on April 
27. Another important meeting is that of the American Association of 
Mental Deficiency which will be held in Richmond, Va., May 1 to 5. The 
American Orthopsychiatric Association’s annual meeting will be in New 
York City on March 15, 16 and 17. Other annual meetings are those of 
the American Electroencephalographie Society in Atlantic City on June 15, 
16 and 17, and of the National Committee on Alcoholism in New York City 
on March 30 and 31. 


A number of summer workshops and special institutes have been an- 
nounced. The Yale University School of Aleohol Studies will be conducted 
in New Haven July 1 to 26. The tenth Annual Summer National Training 
Laboratory in Group Development will be held at Bethel, Me., from June 
17 to July 6 and from July 22 to August 10. This endeavor is sponsored 
by the National Education Association and a number of co-operating uni- 
versities. The New School for Social Research will conduct a workshop in 
projective methods at the school in New York City, June 18 to July 7, with 
introductory and advanced Rorschach work. The Institute of General Se- 
mantics announces that its annual seminar workshop will be conducted at 
Bard College from August 17 to September 2. A summer workshop in Ror- 
schach and other projective techniques will be sponsored jointly by Clare- 
mont College summer session and Children’s Hospital, Los Angeles, from 
July 25 to August 3 at Pacifie Grove, Calif. Bruno Klopfer, Ph.D., will 
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direct the workshop. The National Association for Retarded Children is 
to conduct a training institute from March 14 to 17 in New York City in 
conjunction with the New York Medical College. It is said to be the first 
institute of its kind in the world, and it is supported by a grant from the 
National Institute of Mental Health. Delegates from 10 northeastern 
states meet March 22 and 23 in Asbury Park, N. J., for the first of two 1956 
meetings of the Northeast State Governments Conference on Mental Health. 
Community mental health services and mental health services to children 
and to the mentally retarded are the principal topics for discussion. 











INDEX TO VOLUME 29 


PAGE 
Aleoholies, Brief intensive group-psychotherapy for the treatment of.. 43 


‘‘Ambulatory schizophrenic,’’ Some observations suggested by the Ror- 


SON TE NES ois isa iso ES Cb we TSR Code 81 
Attendants and the care of the criminally insane .................. 102 
Bergler, Edmund: On pseudo-dependence ......,........0eeeeeeee 239 
BE SU Eb 6 nde enw os Ce ae aens eeepieaneh nee ewesnueseneas 330 
Brief intensive group-psychotherapy for the treatment of alcoholics .. 43 
Caron, Mary (with Currier, Mildred E., and Helmle, Mary) : Geriatric 

NS eis ce Oi aa CEN LEO e Ae es cae kceshacccahaseed 38 
Chaplain, Function of a, in a mental hospital ....................4. 71 
Childhood schizophrenia, Some observations of ...................- 272 
Children’s dreams, A review of the literature on .................. 90 
Chlorophyll-derivative ointment, A study of the value of, in institu- 

NINES 5S Duis a’. Se Seuehue Ue alee Kan eieleb base sebaea nde 193 
reas Be aie Dati BOF ssn sin is ine We eiea weed e cenaes 350 
Convalescent leave of patients, Prediction of outcome of, from a public 

NN INS Sore ed sais a pnees Shan Ge Het dWadins dee Wewee 281 
Control, Odor, in the incontinent mental patient ................... 190 
Cooper, Irving S. (with O’Neill, Francis J., and Hoen, Thomas I.) : The 

state hospital as a university teaching center .................... 308 
Criminally insane, Attendants and the care of the ................. 102 
Currier, Mildred E. (with Helmle, Mary, and Caron, Mary) : Geriatric 

II $60 b ois cs Sa king kee ea eebee Kee eek ea ie 38 


DeMartino, Manfred F.: A review of the literature on children’s 
EE as had iar sie og KCRG ESTEE SARS RE HEEL aban ads 90 

Diamond, Osear K.: A study of the value of chlorophyll-derivative 
See SS SITAR BOMOTIGD oan. ooo cc cece cecccccvwcceesses 193 

Distribution of mental diseases in New York State, 1949-1951, The.... 209 


Dreams, children’s, A review of the literature on ................-. 90 

Dykens, James W. (with Schwarz, Marvin J.) : Reorientation of a state 
hospital by the workshop technique ..................00eeeeeeee 256 

Editorial comment: ‘‘Reeling and Writhing . . . and. . . Arithme- 
tie,’’ 180; Eine Kleine Weltanschauung! .................20-0000: 314 


Efron, Herman Y. (with Lipton, Mortimer B., and Rockberger, 
Harry) : The screening of student psychiatric nurses by means of a 
Group projective imvemtory »..... 6. cciccccccccscecssccccdsscucees 197 











360 INDEX TO VOLUME 29 


PAGE 


Fisher, Seymour: Some observations suggested by the Rorschach Test 


concerning the ‘‘ambulatory schizophrenic’”’ ................2+e08: 81 
Forizs, Lorant: Brief intensive group-psychotherapy for the treatment 
I ok aed obs Nika wad 956 in eh ddned anes ed OS ae Rb 43 
Function of a chaplain in a mental hospital ................-000000s 71 
Gastro-intestinal disorders, Society, maternal behavior and .......... 23 
GeeSNEs DROS GOUIII «scene 50 cab a6 0s bene Fecceceta dane oe? Peiews se 
Gross, Llewellyn: Society, maternal behavior and gastro-intestinal dis- 
CE chun dibs dencakoan cus cenkonne un backinnnecesetahiens ine 23 
Grothe, George (with Kurland, Albert A., and Hanson, Arthur M.) : 
Attendants and the care of the criminally insane ................ 102 
Group. projective inventory, The screening of student psychiatric 
Ris cn cig duc dau ees Winey bre be Meee 197 


Group-psychotherapy, Brief intensive, for the treatment of alcoholics 43 
Group psychotherapy, The use of recorded minutes of group meetings 


in: A preliminary report of a new technique ..............+0+0005 248 
Be EP ete eee rare Te Tere 38 
Hanson, Arthur M. (with Kurland, Albert A., and Grothe, George) : 

Attendants and the care of the criminally insane ................ 102 
Harman, Everett R.: Function of a chaplain in a mental hospital.... 71 
Helmle, Mary (with Currier, Mildred E., and Caron, Mary) : Geriatric 

Se SN ovine cen de PU let reed iV Se ci ea Oi 38 
BOG Oe a Rs DO ao a RTE. ails Lie ts Wee odd 172 
Hoen, Thomas I. (with Cooper, Irving S., and O’Neill, Francis J.) : 

The state hospital as a university teaching center ................ 308 


House-Tree-Person and Thematic Apperception tests, Hypnodiagnosis 
with a visual-imagery induction technique and modification of the.. 267 

Hypnodiagnosis with a visual-imagery induction technique and modifi- 
cation of the House-Tree-Person and Thematic Apperception tests.. 267 


Incontinent mental patient, Odor control in the ...............eeee 190 
Japanese psychiatry, Some observations about ................006. 181 
Juvenile Golimquency, A WOCO OM, onc oc cee crscseccsvccaccccureecces 1 


Kline, Milton V.: Hypnodiagnosis with a visual-imagery induction 
technique and modification of the House-Tree-Person and Thematic 


Apperception tests beeen entre teen eee e een ete eee eens teeeeeens 267 
Kurland, Albert A. (with Hanson, Arthur M., and Grothe, George) : 

Attendants and the care of the criminally insane .............. 102 

Laitner, Wolf: Odor control in the incontinent mental patient ...... 190 


Legislation for the year 1955, Review of ..........0.:0 ccc cece ences 








— 








INDEX TO VOLUME 29 361 


PAGE 
Lipton, Mortimer B. (with Rockberger, Harry, and Efron, Herman 
Y.): The screening of student psychiatric nurses by means of a 
TB  , OCUCETUT OCCT OTE TUL Tee 197 
Literature on children’s dreams, A review of the ...............46- 90 


Malzberg, Benjamin: The distribution of mental diseases in New York 


SPIE 6 0:0 conn ctuaUidis sepeweneibcboodidads cnicmuckes 209 
Maternal behavior and gastro-intestinal disorders, Society, .......... 23 
Mental disease, The distribution of, in New York State, 1949-1951.... 209 
Miura, Taiei: Some observations about Japanese psychiatry ......... 181 
New York State, The distribution of mental diseases in, 1949-1951 .... 209 
I od eh Wa Ghia WO ese deen Mews chaeaee 356 
Note on juvenile delinquency, A ..........cccecc cece ceccccecceees 1 


Observations about Japanese psychiatry, Some 
Odor control in the incontinent mental patient ..................... 190 
On pseudo-dependence 
O’Neill, Francis J. (with Cooper, Irving S., and Hoen, Thomas I.) : 
The state hospital as a university teaching center ................ 308 


Outcome of convalesent leave of patients, Prediction of, from a public 
psychiatric hospital 


Pinney, Edward L.: The use of recorded minutes of group meetings in 
group psychotherapy: A preliminary report on a new technique.... 248 
NSE EOE ET TE ee eee 174 
Prediction of outcome of convalescent leave of patients from a public 
i ns sc che dhe aden nan RA meena 281 
Projective inventory, group, The sereening of student psychiatric 


Ce ne ee me re ht er Pe 197 
TE PE re ee 239 
Psychology and psychiatry of Harry Stack Sullivan, The ............ 7 
Psychotherapy, group, The use of recorded minutes of group meetings 

in: A preliminary report of a new technique .................... 248 
Reorientation of a state hospital by the workshop technique.......... 256 
Recorded minutes of group meetings, The use of, in group psychother- 

apy: A preliminary report of a new technique ................... 248 
Review of legislation for the year 1955 ............. 0c cece cece eeees 123 
Review of the literature on childrén’s dreams, A ...............+-- 90 


Robins, Arthur J.: Prediction of outcome of convalescent leave of pa- 
tients from a public psychiatric hospital 





362 INDEX TO VOLUME 29 


PAGE 


Rockberger, Harry (with Lipton, Mortimer B., and Efron, Herman 
Y.): The screening of student psychiatric nurses by means of a 


SO REINIITG CANINES os. bc ke donde gees ce eesetsabanies 197 
Rorschach Test, Some observations suggested by the, concerning the 
Ry MEIN aac kvnuc gas cae aenddcns soc vtecnses 81 
Schizophrenia, childhood, Some observations of .................05. 272 
‘*Schizophrenic, ambulatory,’’ Some observations suggested by the Ror- 
I RE IOI FOG 5 a oc a i escc ce icehadawecnsciscaces 81 
Schwarz, Marvin J. (with Dykens, James W.) : Reorientation of a state 
hospital by the workshop technique ................eeeseeeeeees 256 
Sereening of student psychiatric nurses by means of a group projec- 
CRED wie ude howe ahve ks Se nh oes td ewanee’s vxaeeun 197 
Silverman, Hirsch Lazaar: The psychology and psychiatry of Harry 
Ee ee ee ee Tn: Peer ee T er 7 
Soble, Dina: Some observations of childhood schizophrenia .......... 272 
Society, maternal behavior and gastro-intestinal disorders .......... 23 
Some observations about Japanese psychiatry ............. 0.0 ee eee 181 
Some observations of childhood schizophrenia ...................06+ 272 
Some observations suggested by the Rorschach Test concerning the 
Se SN is ninco von ye ddd Ke keeeet ences 81 
State hospital as a university teaching center, The ................ 308 
State hospital, Reorientation of a, by the workshop technique ...... 256 
Stevenson, George S.: A note on juvenile delinquency .............. 1 
Student psychiatric nurses, The screening of, by means of a group pro- 
ID cc sep i Ua eh dark ch x64 oe ke we eee SERS 197 
Study of the value of chlorophyll-derivative ointment in institutional 
I Se Td a a ae eR I ula sg oka Ra OO 193 
Sullivan, Harry Stack, The psychology and psychiatry of .......... 7 
Teaching center, university, The state hospital asa ................ 308 
University teaching center, The state hospital asa ................4. 308 
Use of recorded minutes of group meetings in group psychotherapy, 
The: A preliminary report of a new technique .................. 248 


Visual imagery induction technique and modification of the House- 
Tree-Person and Thematic Apperception tests, Hypnodiagnosis 
NN sich 4k 40s o EE ene EGER Seok eee eb sane at terns 267 


Wiley, E. David: Review of legislation for the year 1955 ........... 123 
Workshop technique, Reorientation of a state hospital by the ........ 256 











INDEX TO VOLUME 29 363 


BOOK REVIEWS 


PAGE 
Adolescence and Youth. By Paul H. Landis ...................6. 156 
Adult Education and Group Work. By Louis Lowy .............. 345 
Adventures in Science. B. C. Brookes, editor .................45- 154 
After Divorce. By William J. Goode ............... cece cece eeees 338 
After the Doctor Leaves. By Marguerite Clark ................0065 334 
Age of the Tail, The. By H. Allen Smith ....................000- 334 
Applegate, Melbourne S.: Understanding That Boy of Yours ........ 342 
Anastasia, Anne: Psychological Testing ..................0-00000- 164 
Ancient Education. By William A. Smith ...................00065 151 
Animals, Men, and Myths. By Richard Lewinsohn ................ 153 
Assassins, The. By Robert J. Donovan..................0 ee eeeeees 152 
At the Edge of the Shadow: By Elizabeth Bacon Rodewald .......... 344 
Atomic Power. Scientific American editors .............. 000.0000 337 
Austin, L. N. (with Zetsel, E. R., and others) : Techniques of Student 
Oe ee SE 6 cnc 5.ctodsdnabucaeoinnsesnaneveseecetes 147 
Ausubel, David P.: Theory and Problems of Adolescent Development 337 
Automatic Control. Scientific American editors..................65 337 
Baranski, Matthew: Mask Making ................ceeceeecceeccees 151 
Barrell, Joseph: A Philosophical Study of the Human Mind ........ 343 
Baumont, Maurice (with Fried, John H. E., and Vermeil, Edmond) 
SDs ae HN MNO SS ieee ie ececeeccestsdesccesess 161 
Behind the Picture Window. By Bernard Rudofsky .............. 158 
Bennett, Margot: The Long Way Back ...............0.cceeeeeeees 153 
Bertail, Inez (editor) : Complete Nursery Song Book .............. 165 
Best Cartoons from Abroad, 1955. Lawrence Lariar and Ben Roth, 
EE Gi scm wary oc. Cs-dneehekmme ne Mae edrkees MRLs SEAS e OMS 157 
Betts, Victoria Bedford: Exploring Papier Maché .................. 148 
Bischof, L. J.: Intelligence: Statistical Concepts of Its Nature ...... 166 
Blackhurst, J. Herbert: Body-Mind and Creativity ................ 160 
Blanshard, Paul: The Right to Read ............. 02... cee eeeeeeees 335 
Blum, Lucille Hollander (with Davidson, Helen H., and Fieldsteele, 
Nina D.) : A Rorschach Workbook ................0c0cceeeeceees 332 
Body-Mind and Creativity. By J. Herbert Blackhurst ............ 160 
Book of Poisons, The. By Gustav Schenk ..................20005: 335 
Book of Signs, The. By Rudolph Koch ..............00.ceeeeeees 155 
Borrow the Night. By Helen Nielsen ..............0ecceecceeeues 334 
Brandon, Evan: Green Pond ............0ccccccccccccccccccceses 347 
Brookes, B. C. (editor) : Adventures in Science ..................-- 154 


Bullis, H. Edmund (with Kelly, Cordelia W.): Human Relations in 
Cee cea EE CeO Ria ic ie Re ee ASC Rh Ste ae 162 


Action 














364 INDEX TO VOLUME 29 


PAGE 
Campbell, Joseph (editor) : Spirit and Nature; The Mysteries ...... 349 
Cantril, Hadley (with Ittelson, William H.): Perception ............ 339 
Copan OF Taeetity. Ty TNE TIO oasis cee ccccetnncvcesece 154 
Children of the Dark. By Irving Shulman ...................46. 344 
Clark, Marguerite: After the Doctor Leaves ..................0055 334 
I, ee cise iin he base 4 ean bene aa nee 150 
Colour Problem, The. By A. H. Richmond ....................0.4., 341 
Complete Nursery Song Book. Inez Bertail, editor ................ 165 
Cottrell, L. S. (with Hochwald, H. L., and others): Research Programs 
ee rena Bk GE sob cassin hie hb a sn han dicns vaste cece 150 
Counseling. By Harold P. and Pauline Nichols Pepinsky .......... 341 
Courts of Memory, The. By Frank Rooney ...................46. 343 
Crow, Lester D. and Alice: Readings from General Psychology ...... 163 
Davidson, Helen H. (with Blum, Lucille Hollander, and Fieldsteele, 
Nina D.): A Bovpohach WOrkboek 2.6... cc ccc c cece ccc ccees 332 
Davis, Clyde Brion: Something for Nothing ...................... 347 
BE THe GE FN io 05 bok avec ceweesesecosecccseces 154 
Dictionary of American Maxims. David Kin, compiler.............. 344 
Dictionary of New Words. By Mary Reifer ..................0005 348 
Donovan, Robert J.: The Assassins ..............cccceccceecceees 152 
Drinkers of Darkness. By Gerald Hanley ..................20000- 346 
RE TS ion Kio once Vicveseawonge clan 150 
Duval, Evelyn Millis: In-Laws: Pro and Con ................00005- 150 
Education for Self-Understanding. By A. T. Jersild, K. Helfant and 
EE . claw ls cow UAE MAREE RO CoO awdub OO 0455 GK ES OOo ew OD 161 
Emotional Problems. By W. B. Terhune ................0..00e00: 341 
Eros and Civilization. By Herbert Marcuse ..................000- 340 
Br CONEY, “TF THGRREEE THUD pvc ccc erccecscescctvcvccccccsne 152 
Experimental Diagnostics of Drives. By L. Szondi ................ 159 
Exploring Papier Maché. By Victoria Bedford Betts .............. 148 
Faatz, Anita J.: The Nature of Choice in Casework Process ........ 148 
Famous Trials. Fifth series. James H. Hodge, editor ............ 345 
Feelings and Emotions. By Lawrence K. Frank .................. 159 
Fidler, Gail S. and Jay W.: Introduction to Psychiatric Occupational 
ND ic kann ug dksn eda hacbeeeee hadwnd daw cee etadeeeeenwee 147 
Fieldsteele, Nina D. (with Blum, Lucille Hollander, and Davidson, 
Helen H.): A Rorschach Workbook ...............0cceeeceeeees 332 
Fink, Harold Kenneth: Mind and Performance .................... 331 


Fireman, Peter: Perceptualistic Theory of Knowledge .............. 











INDEX TO VOLUME 29 365 


PAGE 
First Book of Animals. Scientific Americans editors................ 337 
First Citizen. By Richard Sullivan ................ ccc eee eeeeeees 343 
Pree, ls 1 FO TONG ons ove aise ceccvesecceesccsseuavas 164 
Frank, Lawrence K.: Feelings and Emotions ................+00005 159 
Fried, John H. E. (with Baumont, Maurice and Vermeil, Edmond) 
Cen): Tek TRON DI a viad vices tadcensdstededecesenceaveds 161 
Frumkin, R. M.: The Measurement of Marriage Adjustment ........ 338 
Girls on Parole. By Katherine Sullivan ..................eeec sees 348 
Golding, William: Lord of the Flies ............ 2... cece cee eeeees 345 
Goode, William J.: After Divorce ........cccccccccccncccvcsececes 338 


Graves, Robert: The Greek Myths .............cccceccceeceseccees 342 


Greek Myths, The. By Robert Graves ..... 0... ccccccccccccccccces 342 
Geodon Pomd. By Evan Brando «oon oc cccssevcnccccceccvcesescs 347 
Hall, Calvin S.: A Primer of Freudian Psychology ...............- 155 
Hanley, Gerald: Drinkers of Darkness ..................00e ce eeees 346 
Hastings, Phyllis: Rapture in My Rags ..............-..200eeeeees 333 
Helfant, K. (with Jersild, A. T., and others): Education for Self- 

NR CO iin ai vc da WE ie eAEe RECARO wpe Swe meea 161 
Hero in History, The. By Sidney Hook .................0..eeeees 347 
His Very Self and Voice. Ernest J. Lovell, Jr., editor ............ 333 
Hochwald, H. L. (with Cottrell, L. S., and others) : Research Programs 

ee ee Oh TOE WIE iv dc dcuinuise wane dee vescvcncsanvs 150 
Hodge, James H. (editor): Famous Trials, Fifth series ............ 345 
Hook, Sidney: The Hero in History ;......... ccc cccccecccccccccce 347 
Horwich, David: How to Stop Snoring ...............0. ce eeeeeeees 158 
How to Stop Snoring. By David Horwich ..................000005 158 


Human Development. By John P. Zubek and Patricia Anne Solberg 332 
Human Relations in Action. By H. Edmund Bullis and Cordelia W. 
BE re arta Nh EaN Geo han Che Chbe eR REEAS eee ue eenend honda 162 


In-Laws: Pro and Con. By Evelyn Millis Duval .................. 150 
Intelligence: Statistical Concepts of Its Nature. By L. J. Bischof.... 166 
Introduction to Psychiatrie Occupational Therapy. By Gail S. Fidler 


REED Sp SR RE a RE SAE eee ee 147 
Ittelson, William H. (with Cantril, Hadley): Perception .......... 339 
Jersild, A. T. (with Helfant, K., and others) : Education for Self- 

NE Sac sir nays 05 405 0d eee Rane me Ea Ncesheiweta® 161 
Johns, Richard: Man with a Background of Flames ................ 163 
Kin, David, compiler: Dictionary of American Maxims ............ 344 
Koch, Rudolph: The Book of Signs ...............cececeeeeeeeces 155 


Krasner, William: North of Welfare 











366 INDEX TO VOLUME 29 


PAGE 
Landis, Paul H.: Adolescence and Youth ...............0ceeceeeees 156 
Lariar, Lawrence (with Roth, Ben) (editors): Best Cartoons from 
A UE inc cckndduba cea GA dA Dhabi newer vkenewevegnsienaeer 157 
Lewinsohn, Richard: Animals, Men, and Myths ..................-. 153 
Lewis, H. B. (with Witkin, H. A., and others) : Personality Through 
DEE, Civico ios EL aAmAS AAS MALE MAR ES WLCER ES Goss Leone 149 
Ling, T. M. (editor): Mental Health and Human Relations in In- 
SE has Usk dane tc ab Rew ai eee Odeid bi Abo mewsh dv desahedoeenes 340 
Lippmann, Walter: The Public Philosophy ...................... 336 
Living and Learning in Nursery School. By Marguerita Rudolph.... 166 
Living Your Later Years. By Kenneth Walker .................. 333 
Long Way Back, The. By Margot Bennett ..................00000- 153 
Lord of the Flies. By William Golding ..................0.0eeeee 345 
Tovell, Ernest J., Jr.: His Very Self and Voice ..................4. 333 
Lowenfeld, Margaret: The Lowenfeld Mosaic Test ................ 330 
Lowenfeld Mosaic Test, The. By Margaret Lowenfeld ............ 330 
Lowy, Louis: Adult Education and Group Work .................. 345 
Man and His Motives. By Ernest Windle and James W. March.... 162 
Man with a Background of Flames. By Richard Johns ............ 163 
March, James W. (with Windle, Ernest) : Man and His Motives ...... 162 
Mareuse, Herbert: Eros and Civilization ............... ccc ce eeees 340 
Mask Making. By Matthew Barangki .... 2.0.02. cccsscccccsccscee 151 
Matthews, Donald R.: The Social Background of Political Decision- 
kk ytiy ckn on oO Ve RORRES beatae ses 6 Venn Peaewn Kies 166 
Measurement of Marriage Adjustment, The. By R. M. Frumkin .... 338 
Memoirs of My Nervous Illness. By Daniel Paul Schreber .......... 156 


Mental Health and Human Relations in Industry. T. M. Ling, editor 340 
Mental Hygiene in the Nursery School. WHO—Unesco Meeting .... 160 


Merson, Martin: The Private Diary of a Public Servant ............ 153 
Mind and Performance. By Harold Kenneth Fink ................ 331 
Mind and the Universe, The. By Charles R. Smith ................ 165 
BR, Sy A PU Like kc ce sees ter ceedvenceaues 160 
Mysteries, The. Joseph Campbell, editor ..................000ee 349 
Nature of Choice in Casework Process, The. By Anita J. Faatz...... 148 
New Astronomy, The. Scientific American editors................4- 337 
Nisioom, Sieben : Borrow the TMM o.oo. cc cc ccc ce ccccccccccces 334 
Nightmare, The. By C. S. Forester ........5.c ccc ccccccccccccces 164 
North of Welfare. By William Krasner ....................0e008- 163 
Odyssey of a Psychologist, The. By J. E. Wallace Wallin .......... 348 


I: UNS Se ia e ud vice cei puenases eaeeces 160 














INDEX TO VOLUME 29 367 


Patrick, Catharine: What Is Creative Thinking? .................. 339 
Pepinsky, Harold P. and Pauline Nichols: Counseling .............. 341 
Perception. By William H. Ittelson and Hadley Cantril ............ 339 
Perceptualistic Theory of Knowledge. By Peter Fireman .......... 165 
Personality Through Perception. By H. A. Witkin, H. B. Lewis, M. 
Hertzman, K. Machover, P. B. Meissner and S. Wapner .......... 149 
Philosophical Study of the Human Mind, A. By Joseph Barrell .... 343 
Physies and Chemistry of Life, The. Scientific American editors.... 337 
Power of Negative Thinking, The. Charles Preston, editor .......... 341 
Preston, Charles (editor) : The Power of Negative Thinking ........ 341 
Primer of Freudian Psychology, A. By Calvin S. Hall ............ 155 
Private Diary of a Public Servant, The. By Martin Merson ........ 153 
Psychiatrie Aide, The. By Alice M. Robinson .................... 149 
Psychological Testing. By Anne Anastasia ..................00000- 164 
Psychology as a Profession. By Robert I. Watson ................ 331 
Psychology in the Nursery School. By Nelly Wolffheim ............ 162 
Public Philosophy, The. By Walter Lippmann .................... 336 
Rapture in My Rags. By Phyllis Hastings ........................ 333 


Readings from General Psychology. By Lester D. and Alice Crow ... 163 


Rees, Tudor (with Usill, Harley) : They Stand Apart .............. 340 
Reifer, Mary: Dictionary of New Words .................0eeeeeees 348 
Relaxed Sell, The. By Thomas Whiteside ....................000. 148 
Research Programs and Projects in Social Work. By L. S. Cottrell, 

H. L. Hochwald, S. E. Zimbalist, J. Frings and others ............ 150 
Richmond, A. H.: The Colour Problem ......................005. 341 
Right to Read, The. By Paul Blanshard ......................-. 335 
Robinson, Alice M.: The Psychiatrie Aide ..................2-005- 149 
Rodewald, Elizabeth Bacon: At the Edge of the Shadow .......... 344 
Rooney, Frank: The Courts of Memory .................0eeeeeees 343 
Rorschach Workbook, A. By Lucille Hollander Blum, Helen H. David- 

ee DS NO o's. cicincenn soe Ska crane taenwenrars 332 
Roth, Ben (with Lariar, Lawrence) (editors): Best Cartoons from 

CME a aac a wah nih ciple d die a deed oo Wb oe Dace Aiea ee 157 
Rudofsky, Bernard: Behind the Picture Window .................. 158 
Rudolph, Marguerita: Living and Learning in Nursery School ...... 166 
Schenk, Gustav: The Book of Poisons ...............c0cceeceeeees 335 
Sehreber, Daniel Paul: Memoirs of My Nervous Illness ............ 156 


Scientific American editors: Atomic Power; Automatic Control; First 
Book of Animals; The New Astronomy; and The Physics and Chem- 
OE INS oven ex dedacbocceuPadbeedibuctiwetwedscsvedeeetnw’ 337 











368 INDEX TO VOLUME 29 


PA 
Shulman, Irving: Children of the Dark ...............cceeeeeeeeves 344 
Siegel, Abraham M.: The Sublime Songs of Love .................. 157 
Smith, Charles S.: The Mind and the Universe .................... 165 
Genith, H. Alien: The Age of the Tall 2... occ. cece ceccccvcccveces 334 
Smith, William A.: Ancient Education ...............0.ccsseceeees 151 
Social Background of Political Decision-Makers, The. By Donald R. 
ED 6 65 cb ic hK AOA RAM er Rw AOR a Re eb bD eens ape eA RRES 166 
Solberg, Patricia Anne (with Zubek, John P.) : Human Development... 332 
Something for Nothing. By Clyde Brion Davis .................... 347 
Spirit and Nature. Joseph Campbell, editor ....................0. 349 
Sublime Songs of Love, The. By Abraham M. Siegel .............. 157 
Sullivan, Katharine: Girls om Parole ...........cccicccccvcoccens 348 
Muiiivam, Richard : Firat Cis oink onc sd open sieves ccvevseicuccvecct 343 
Surprising Mystics. By Herbert Thurston, S. J. ...............05. 161 
Szondi, L.: Experimental Diagnostics of Drives .................. 159 
Techniques of Student and Staff Supervision. By L. N. Austin, E. R. 
ns es Ae I a See ec ce ees eue pee eeesute 147 
Terhune, W. B.: Emotional Problems ..................cceceeeves 341 
Theory and Problems of Adolescent Development. By David P. Ausubel 337 
They Stand Apart. By Tudor Rees and Harley Usill .............. 340 
Third Reich, The. Maurice Baumont, John H. E. Fried and Edmond 
UE issih ick cade nd Knhehbons che cvaestNedes bs 161 
Thurston, Herbert: Surprising Mystics ............. 00. c cece eens 161 
Tobino, Mario: The Women of Magliano ..................eeeeeees 155 
Tortures of Being Alone, The. By J. Max Turner ................ 344 
Turner, J. Max: Tortures of Being Alone, The .................... 344 
Understanding That Boy of Yours. By Melbourne S. Applegate .... 342 
Usill, Harley (with Rees, Tudor) : They Stand Apart ............... 340 
Valley Beyond Time. By Vaughan Wilkins ...................... 346 
Vermeil, Edmond (with Baumont, Maurice and Fried, John H. E.) 
Se fcc bv acbeoueccceeesessciccesdaber 161 
Walker, Kenneth: Living Your Later Years ...................... 333 
Wallin, J. E. Wallace: The Odyssey of a Psychologist .............. 348 
Watson, Robert I.: Psychology as a Profession ..................4- 331 


What Is Creative Thinking? By Catharine Patrick ................ 389 














INDEX TO VOLUME 29 369 


Whiteside, Thomas: The Relaxed Sell 
WHO—Unesco Meeting: Mental Hygiene in the Nursery School .... 160 


We Pe s TINE 6.6 oi vv ccc ecs cotesntvipastcicseccces 152 
Wilkins, Vaughan: Valley Beyond Time .................eeeeeeees 346 
Windle, Ernest (with March, James W.): Man and His Motives .... 162 


Witkin, H. A. (with Lewis, H. B., and others) : Personality Through 


IL i ovens ouncnnn cen Gun Sad Rakes Ae aAwaebekewameipee 149 
Wolffheim, Nelly : Psychology in the Nursery School ................ 162 
Women of Magliano, The. By Mario Tobino ..................005: 155 


Zetsel, E. R. (with Austin, L. N., and others) : Techniques of Student 
ee EL. «5c wauy kOe eee ued shee eeneeeaNaeiaeewes 147 


Zubek, John P. (with Solberg, Patricia Anne) : Human Development. . 332 











THE PSYCHIATRIC QUARTERLY SUPPLEMENT 


Vol. 29 1955 Part 2 


TABLE OF CONTENTS 


Some Observations About Japanese Psychiatry. T. Miura .... 


A Study of the Value of Chlorophyll-Derivative Ointment in 
Institutional Practice. O. K. Diamond 


The Screening of Student Psychiatric Nurses by Means of a 
Group Projective Inventory. M. B.,Lipton, H. Rockberger, 
and H. Y. Efron 


The Distribution of Mental Diseases in New York State, 1949- 
1951. B. Malzberg : 


On Pseudo-Dependence. E. Bergler 


The Use of Recorded Minutes of Group Meetings in Group Psy- 


chotherapy: A Preliminary Report on a New Technique. 
rrr re 


Reorientation of a State Hospital by the Workshop Technique. 
J. W. Dykens and M. J. Schwarz 


Hypnodiagnosis with a Visual-Imagery Induction Technique 
and Modification of the House-Tree-Person and Thematic 
Apperception Tests. M. V. Kline 


Some Observations of Childhood Schizophrenia. D. Soble.... 


Prediction of Outcome of Convalescent Leave of Patients from 
a Public Psychiatric Hospital. A. J. Robins 


The State Hospital as a University Teaching Center. 
Cooper, F. J. O’Neill and T. I. Hoen 


Special Departments 
Editorial Comment 
Eine Kleine Weltanschauung! ..................00005 314 


Book Reviews 


>: 


Lav 








